BALAN 


AME 


muscle 


No longer need the advantages cf muscle 
relaxation during electro-convulsion therapy _ relaxation 
be foregone because of the disadvantage 
of prolonged effect. Speed of action 
and recovery are characteristics of — for E. C.T 
‘Anectine’ medication. 
‘Anectine’ produces full relaxation within 
90 to 120 seconds of injection ; the effect 
lasts about 2 minutes, and recovery of 
muscle tone begins immediately thereafter. 


As with all relaxants, facilities for 
oxygen insufflation must be available when 
‘Anectine’ is given. When apnea does occur, _ cae a 
its average duration is about 2 minutes. np 


References: Wilson, W. and lowill, W. K.: 
Southern Piychixtri: Meeting, 1952. 


Holmberg, G. and ‘Vhesieff, S.: Am. J. 
Psychiat. 108:842, 1962. 


Multiple-dove vials of 10 cc. 
Ready for intravenous injection. 


full information, writeto— 


BR Wellcome & Co. (U.S.A) Ine, Tuckahoe ¥. 
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brand of DISULFIRAM (tetraethylthiuram disulfide) 


“Antabuse” has been tested in more than_25,000 patients 


... by more than_1,900 investigators... and is covered by 


more than_400 laboratory and clinical reports. 
* Antabuse" offers new hope for the alcobolic by providing 
a valuable adjunct to recognized psychotherapeutic measures. 
A brochure giving full details of therapy 
is available to physicians on request. "Antabuse" is 


supplied in 0.5 Gm. tablets, bottles of so and 1,000. 
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PHARMACY 

CHEMISTRY 
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Now Council Accepted ...a "chemical fence’ for the alcobolic 


@ AYERST, McKENNA & HARRISON LIMITED + New York, N. Y. + Montreal, Canada 
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“of decided benefit in 


the management of 
the postalcoholic state” 


The effect of oral Tolserol in 50 alcoholic patients* 


No change or condition worse. 
: Some but not all symptoms and signs absent within 48 hours. 
All symptoms and signs absent within 48 hours. 


GASTROINTESTINAL TREMOR SUBJECTIVE SLEEP 


Number of patients 


*Herman, M., and Effron, A. S.: Quart. J. Stud. Alcohol 12:261 (June) 1951. 


Tolserol 


(Squibb Mephenesin) 
Tablets, 0.5 and 0.25 gram. Bottles of 100. 
Capsules, 0.25 gram. Bottles of 100. 
Elixir, 0.1 gram per cc. Pint bottles. 
Intravenous Solution, 20 mg. per cc. 50 and 100 cc. ampuls. 
Tolserol With Codeine Tablets, 0.5 gram Tolserol and 14 
grain codeine sulfate. Bottles of 100. 
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MEBARAL 


BRAND OF MEPHOBARBITAL | 
hypertension 
for the hyperexcitability hyperthyroidism 
so often found in convulsive disorders 
difficult menopause 
psychoneurosis 
hyperhidrosis 


Mebaral’s soothing sedative effect is obtained without significantly 
clouding the patient's mental faculties. 


Average Dose: 

Adults — 32 mg. to 0.1 Gm. (optimal 50 mg.), 
3 or 4 times daily. 

Children — 16 to 32 mg., 3 or 4 times daily. 


Tasteless tablets of 32 mg. ('2 grain) 
50 mg. (% grain) 
0.1 Gm. (1% grains) 
. (3 grains) scored. 


PHARMACY 
CHEMISTRY 


WINTHROP-STEARNS INC. New York 18. N.Y. + 


Meboral, trademark reg. U.S. Pot. Off. 
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for the 


patient 


feeling 


Tablets 


“URGENT” 


* This office would like to 


obtain by purchase or by gift 
copies of the January 1886, 
July 1887, January 1937, 
January 1943, March 1943, 
September 1943, November 
1943, July 1944, September 
1944, January 1945, March 
1945, May 1945, March 1947, 
February 1950, March 1950, 
October 1950 issue of the 


EUPHASED AMERICAN JOURNAL OF 


[D-DESOXYEPHEDRINE HYDROCHLORIDE AND 
ACETYLBROMDIETHYLACETYLCARBAMID SCHENLEY] 


Elevates the mood without inducing 
“jitters” or drug hangover. Contains 
desoxyephedrine, more potent than 


amphetamine but less likely to upset 


the patient,' plus gentle Sedamyl* 
(Schenley brand of acetylbromdiethyl- 
acetylcarbamid), to allay anxiety and 
prevent any possible overstimulation. 


Especially valuable in obesity — 
curbs excessive appetite and helps 
patients adhere to prescribed diet. 


Supplied: Bottles of 100 tablets, each 
containing 2.5 mg. d-desoxyephedrine 
HCI and 0.26 Gm. (4 gr.) Sedamyl. 


1. Douglas, H.S.: West. J. Surg.59:238, 1951. 


SCHENLEY LABORATORIES, INC. 


LAWRENCEBURG, INDIANA 


®Trademark of Schenley Laboratories, Inc. 
© Schenley Laboratories, Inc. 


PSYCHIATRY, which are 


missing :rom our files. 


* This office offers for sale the ONE 
HUNDRED YEARS OF AMERICAN 
PSYCHIATRY, 1844-1944, deluxe edi- 
tion for $15.00. 


*In regard to the above, please 
contact Mr. Austin M. Davies, Room 
412, 1270 Avenue of the Americas, 
New York 20, New York. 
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BALDPATE, INC. 


Georgetown, Mass. 
Geo. 2131 


Located in the hills of Essex County, 
30 miles north of Boston 


For the treatment of psychoneuroses, 
personality disorders, psychoses, alcohol- 
ism and drug addictien. 


Psychotherapy is the basis of treat- 
ment ; electric shock treatments, sub-coma 
and deep coma insulin therapy when in- 
dicated ; sleep treatment for withdrawal 
of narcotics. 


Occupation under a trained therapist, 
diversions and outdoor activities. 


G. M. Scuiomer, M. D., 
Medical Director 


ENTER NEW SUBSCRIPTIONS AND 
RENEWALS ON THIS FORM 


Enclosed herewith is $ 


one year’s subscription to the AMERI- 


CAN JOURNAL OF PSYCHIATRY be- 
ginning with Volume .... Number .... 


SEND TO: 
AMERICAN JOURNAL OF PSYCHIATRY 
1270 Ave. of Americas, Rm. 412 
New York 20, New York 


(Volume 110 began with July 1953 issue) 


for the patient 
who needs to 
simmer down— 


Trademark 
[ACETYLBROMDIETHYLACETYLCARBAMID SCHENLEY] 


Not a Barbiturate 


provides ideal daytime sedation 
without hypnosis 


SEDAMYL® quickly relieves the 
nervous tension and anxiety so 
often generated by the strains of 
modern In 333 patients 
suffering from nervousness, 
anxiety, and related psychoso- 
matic complaints, sEDAMYL 
proved effective for daytime use 
in 90 percent of cases.' Tubes of 
20, bottles of 100 or 1000 tablets. 


1. Tebrock, H. E.: M. Times 79:760, 1951. 
2. Geyer, H. W.: Delaware M. J. 23:255, 1951. 


SCHENLEY LABORATORIES, INC. 


LAWRENCEBURG, INDIANA 


"Trademark of Schenley Laboratories, Inc. 
OSchenley lobcrotories, inc. 
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“PRESCRIPTION ACCURACY” 
IN ELECTROTHERAPY 


The currents used in electroshock 
are as strong as pharmaceutical 
agents, and should be controlled 
at least as carefully. 


Only in Offner electrotherapy 
instruments are all the factors of 
the electrical treatment fully 
determined, so the treatment 


can be accurately prescribed. 


Safety features include safety cur- 
rent cut-off; precise metering of 
the current. 

Write for bulletins on the Type 733 
conventional Electroshock appara- 
tus, and the Type 736A Electro- 
therapy apparatus. 


OFFNER ELECTRONICS INC. 


5320 North Kedzie Avenue 
Chicago 25, USA 


West Coast Representative: 
ROLAND OLANDER AND CO, 
7225 Beverly Blvd Los Angeles 36, California 
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Cut sash repair, paint costs with 
Chamberlin Security Screens 


You cut sash repairs and painting 
costs. Chamberlin Security Screens, 
mounted at recommended distance 
from windows, stoutly resist attack, 
help prevent damage to window frames, 
sash, paint. 

You reduce glass breakage. Inside 
mounting of Chamberlin Security 
Screens reduces window-glass breakage, 
cost of glass replacement, patient injury. 
You reduce the threat of disaster. 
No grilles, no bars to trap patients in 
a fire. No stubborn locks to hinder 
rescue, Exclusive Chamberlin emer- 
gency release permits instant patient 
removal from outside if necessary. 


You cut grounds maintenance costs. 
Patients can’t throw litter out of win- 
dow, can't store it on window sill, 
can't receive forbidden objects. 

You eliminate insect screen costs. 
Close-woven, high-tensile-strength wire 
of Chamberlin Security Screens takes 
place of insect screening, withstands 
usual abuse. Admits ample light and 
air. 

Over the years, these savings will 
more than offset your original screen 
costs. Yet they're only a few of the 
savings and services other hospital ad- 
ministrators count on every day (see 
right). Let our Hospital Advisory Serv- 
ice give you full details. Write today. 


The right screen at the right cost to fit your patients’ needs 


Detention Type Protection Type 


Chamberlin Detention 
Screens provide  maxi- 
mum detention and pro- 
tection. Their heavy steel 
frames wired with high- 
tensile-strength wire 
cloth suspended by con- 
cealed springs to absorb 
shock, reduce injury to 
both patient and screen. 
Chamberlin — Protection 
and Safety Screens pro- 
vide suitable and eco- 
nomical protection for 
non-violent patients. 


Safety Type 


QUICK NOTES 


on savings and services 
provided by 
Chamberlin Security Screens 


In the last fourteen years, over 
80,000 Chamberlin Security Screens 
have provided these and additional 
savings and services to hundreds of 
hospitals in almost every state of 
the U.S. and in numerous foreign 
countries, 


Chamberlin Security Screens re- 
duce maintenance time, effect 
material savings; replace heavy 
bars and guards. Replace insect 
screens. Stop glass breakage and 
damage to window frames and sash. 
Reduce painting requirements. Re- 
duce grounds maintenance work by 
keeping litter in rooms. 


They reduce cost of medical care 
for physical injury: prevent sellf- 
damage and attacks on attendants 
with broken glass. Prevent cold- 
inducing drafts. Prevent suicide 
attempts by hanging from window 
muntins, grilles, bars. Prevent 
receipt of dangerous pass-in objects. 


They provide more cheerful at- 
mosphere. Supplant depressing 
jail-like bars and grilles. Make room 
interior more homelike; keep build- 
ing’s exterior uncluttered. Admit 
ample light and summer air. 


Chamberlin Security Screens sup- 
plement supervision. Special Cham- 
berlin locking device resists tam- 
pering and plugging attempts. 
Close-woven, high-tensile-strength 
wire mesh foils usual picking and 
prying. Smooth frame edges and 
rounded corners preclude acci- 
dental or intentional self-damage. 
Screens can be provided with emer- 
gency release permitting instant pa- 
tient removal by operation of lock 
from outside, 


Modern institutions turn to 


BE 


CHAMBERLIN COMPANY OF AMERICA 


For modern detention methods 


CHAMBERLIN COMPANY OF AMERICA 


Special Products Division 
1254 LA BROSSE ST. * DETROIT 32, MICH. 


CHAMBERLIN INSTITUTIONAL SERVICES also include Rock Wool Insulation, Metal Weather Strips, Calking, All-Metal Combination Windows, Insect Screens, Building Cleaning, Tuck Pointing, and Waterproofing. 
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are encouraged by 


phetami Hydrochloride, COMPRESSED 


Subtle improvement in mood and outlook 
foliows oral administration of small doses 
of ‘Methedrine’. This helps carry 
depressed patients through their troubles, 
toward normal adjustment. 


For those whose troubles stem from 

eating too much, ‘Methedrine’ makes all 

the difference between continual 

self-denial with consequent irritability, 

and easy acceptance of a reducing diet; 

it dispels excessive desire for food. 
Literature 

‘ ‘Methedrine’ brand Methamphetamine Hydrochloride, 

will be 5 mg., Compressed, scored 


sent on Bottles of 100 and 1,000 
request 


& Burroughs Wellcome & Co. (U.S.A.) Inc. Tuckahoe 7, New York 
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REPORT ON SECOND ITHACA CONFERENCE ON 
PSYCHIATRIC EDUCATION * 


JOHN C. WHITEHORN, M.D., Batimore, Mb. 


During the year 1949-1950, when Dr. 
George S. Stevenson was President of The 
American Psychiatric Association, its com- 
mittee on Medical Education, under the chair- 
manship of Dr. S. Bernard Wortis, recom- 
mended that the Association have a confer- 
ence on psychiatric education. The Council 
approved this proposal and asked me to serve 
as chairman of the Conference. Funds were 
granted by the U.S. Public Health Service. 
The administrative arrangements for the con- 
ference were very effectively carried out by 
Dr. Daniel Blain, our Medical Director, and 
his staff. 

The first action, when funds were assured, 
was to request the cooperation of the Asso- 
ciation of American Medical Colleges. That 
organization accepted the invitation and des- 
ignated Dr. John McK. Mitchell, dean of the 
medical school of the University of Pennsyl- 
vania, to serve as co-chairman. With the 
advice of the APA Committee on Medical 
Education, a Planning Commission was es- 
tablished, which met at Lake Placid, New 
York, in October, 1950, and made general 
plans. The decision was made at that time to 
divide the work of the project into 2 portions, 
the first undergraduate medical education, 
and the second specialistic training. _ 

The Planning Commission also discussed 
at that time the objectives, procedure, dura- 
tion, and composition of the conferences, and 
approved the basic plan for a group-discus- 
sion type of conference, in which all members 
should participate actively in a thorough and 
prolonged discussion of the problems. A 
small executive committee was named to or- 
ganize and execute the plans for the confer- 
ences. In addition to the 2 chairmen, those 
who shared in this responsible task were Dr. 
Vernon Lippard, Dr. S. Bernard Wortis, Dr. 
Francis J. Gerty, and Dr. Theodore Lidz. 
You will recognize among these the names of 
those who have served as chairmen of the 


1 Read at the 109th annual meeting of The Ameri- 
can Psychiatric Association, Los Angeles, Calif., 
May 4-8, 1953. 


APA committee on medical education during 
the period of operation. 

The task was one of considerable difficulty 
and also of fascinating interest from the 
viewpoint of interpersonal transactions and 
group behavior. 

A similar Planning Commission met at 
French Lick Springs in October, 1951, to out- 
line the topics for the 1952 Conference. 

Approximately 80 persons were brought 
together in each of the conferences, for a full 
week’s discussion. The location chosen was 
the Statler Inn, on the campus of Cornell 
University at Ithaca, New York; the time, 
approximately the last week in June. The 
Conference on undergraduate medical edu- 
cation occurred in 1951, that on the training 
of psychiatrists in 1952. A report on the 1951 
sessions was published about a year ago ?; the 
report of the 1952 sessions has not yet been 
published. Its publication will formally com- 
plete the enterprise, as planned. There is 
good reason to believe that the Conferences 
have been very fruitful, and will have a con- 
siderable influence in medical education and 
in psychiatry. 

The main value of the Conferences has 
probably beer: in the actual cor.ferring. Pre- 
paratory committees assembled, organized, 
and presented facts and ideas, but there were 
no lectures. There were no delegates com- 
mitted to particular viewpoints. There were, 
indeed, no representatives of any societies, 
associations, or groups, except Dean Mitchell 
and myself, representing the AAMC and the 
APA, and our task as chairmen was primarily 
to organize and conduct, rather than to strug- 
gle for any particular point of view. All other 
members were invited as individuals, and par- 
ticipated as individuals. Formation of cliques 
or blocks was at a minimum. All members 
participated actively, some of course a bit 
more actively than others. Discussion was 
vigorous, earnest, and thorough. The main 
part of the discussions occurred in small face- 


2 Psychiatry and Medical Education. The Amer- 
ican Psychiatric Association, Washington, D. C., 
1952. 
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to-face groups around a table. The composi- 
tion of groups and the system for pulling to- 
gether group opinions were varied sémewhat 
according to the topics. Many who partici- 
pated stated that they had a vital and con- 
structive personal experience. To gain these 
advantages, we had to sacrifice, with much re- 
gret, the different type of advantage that 
might have been gained by a much larger as- 
semblage, which would, however, have made 
it impossible to have the same degree of par- 
ticipation. 

Medical educators were very favorably im- 
pressed by the manner of conducting such a 
conference. George P. Berry, dean of Har- 
vard Medical School, in his presidential ad- 
dress at the Association of American Medi- 
cal Colleges in 1952, while speaking of the 
plans recently adopted by that association for 
a series of institutes to consider various other 
aspects of medical education, said that the 2 
Conferences on Psychiatric Education not 
only had produced specific and practical sug- 
gestions but had shown, in their design, how 
to plan successful conferences. 

In addition to the values gained by the par- 
ticipants in the conferences, the 2 published 
reports will, I hope, have a continuing value 
and a favorable influence on medical educa- 
tion and psychiatric training. Everyone will 
recognize that it is a formidable task to pro- 
duce, within one readable and interesting 
volume, a fair and accurate report of a whole 
week’s discussion by 80 persons, and at the 
same time to preserve for the reader’s benefit 
some of the vigor and excitement that made 
the conferences themselves constructive edu- 
cative experiences for the participants. 

Everyone here, I feel sure, has special in- 
terest in the outcome of the 1952 Conference 
on the training of psychiatrists. It would be 
impossible for me to present the work of that 
conference in a few minutes, but I can report 
very briefly some of the principal matters dis- 
cussed, and something as to the general views 
that prevailed. 

There is a classical issue in all education, 
between 2 general ideals or goals, which we 
might call the informational and the develop- 
mental. The issue can never be resolved radi- 
cally one way or the other, but in practice 
each working compromise tends to stress one 
or the other goal. In the main, I think, the 
Conference on the training of psychiatrists 


tended to stress the developmental goal ; that 
is to say, it put the main emphasis upon the 
development of the resident into a capable 
psychiatrist, during a period of working with 
senior partners, under conditions favorable 
for frequent consultation, with suitable op- 
portunities and encouragement to master the 
most valuable current knowledge and work- 
ing concepts, to acquire the skills, the atti- 
tudes, and the judgment needed for safe com- 
petence and thus to lay a sound basis for 
continued personal development thereafter. 
The Conference laid emphasis upon the ne- 
cessity of providing time and opportunity for 
a truly educative experience, rather than a 
merely practical performance, and much of 
the discussion had to do with the ways and 
means to provide such educational assistance. 
In general, seminars, consultations, and indi- 
vidual study were favored more than didactic 
instruction. 

The Conference recognized the difficulties 
in providing adequately guided experience in 
the whole range needed for a modern psychi- 
atrist—not merely with hospitalized patients, 
but in outpatient departments, in intensive 
therapy of the psychoneuroses, in child psy- 
chiatry, and in medicolegal and other com- 
munity problems. There was a practical 
recognition of the developments that have 
made the isolated state hospital, in itself, an 
inadequate situation for full training, and 
there was much discussion of the numerous 
plans for affiliation, to assure adequate va- 
riety of experience. Such affiliated programs 
were of special interest because they seem to 
offer the practical advantage of utilizing va- 
rious existing facilities. There was some 
recognition of the dangers of a too highly 
fragmentary arrangement, not sufficiently in- 
tegrated for the resident’s best development. 
The Conference showed a strong preference 
for the university training hospital as the 
logical center for such affiliated programs. 

One feature of the Conference was the 
presentation, discussion, and acceptance of a 
document regarding psychodynamics, pre- 
pared by a special commission, which at- 
tempted to formulate in a broad way what 
psychodynamics is all about, what general 
areas of agreement and disagreement now ex- 
ist, and what methods are available for vali- 
dation and progressive development in this 
field. 
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Some of the most interesting discussions 
concerned the role of psychoanalysis in resi- 
dency training. In recent years there have 
been advocates of the proposition that a per- 
sonal psychoanalysis is a necessary part of 
the proper training of a psychiatrist, and a 
number who had so advocated in the past 
were members of the Conference, but the 
Conference with practical unanimity con- 
cluded otherwise. Educational problems in- 
volved in the training of those preparing for 
specialized careers in psychoanalytic therapy 
were also brought forcefully into discussion, 
but not to any definite judgment. The Con- 
ference brought to expression in a fairly ma- 
ture way, I think, the sober realization that 
psychoanalysis has a significant but limited 
role in the theory and practice of psychiatry. 

There was discussion, also, regarding the 


role of child psychiatry in the training of gen- 
eral psychiatrists. The need of all psychi- 
atrists for a period of well-supervised ex- 
perience with children’s psychiatric problems 
was strongly emphasized by the Conference. 

These brief remarks of mine have served 
merely to focus attention upon some of the 
high lights. When the report of the 1952 ses- 
sions has also been published, all will have an 
opportunity to review, in the 2 volumes, the 
main features of this interesting enterprise. 

In closing this brief statement, I wish to in- 
dicate my personal appreciation of the honor- 
able and responsible role in which I have been 
privileged to serve the Association in this 
project. I wish to express my personal thanks 
and the thanks of the Association to the many 
persons whose devoted labor contributed to 
the measure of success that was achieved. 


= 


< 
i 
‘ 


MONEY: A REHABILITATION INCENTIVE FOR 
MENTAL PATIENTS 


PETER A. PEFFER, M.D.,? Perry Point, Mb. 


The rehabilitation of mental patients has 
increasingly occupied the attention of psychi- 
atrists in recent years. Two factors have con- 
tributed to the recognition of the importance 
of effectual rehabilitation, namely, (a) that 
the goals of psychiatric treatment exceed the 
horizons of the private consultation office or 
the confines of the mental hospital and (b) 
that increasing hospitalization for psychiatric 
patients threatens to exceed the capacity of 
our hospitals with the consequent denial of 
treatment to large numbers of patients. To 
meet the ethical, philosophic, and practical 
demands of psychiatry, it is essential that ef- 
fective rehabilitation techniques be developed 
that will enable mental patients to return to 
society as satisfactorily functioning individ- 
uals. 

The scope of this paper precludes a detailed 
historical description of rehabilitation for the 
mental patient. Nor is it essential to outline 
the techniques presently used in this phase of 
treatment. An analysis, however, of current 
programs suggests that the basic meaning and 
function of rehabilitation may have been lost 
in the multitude of activities masquerading 
under this term. Webster defines rehabilita- 
tion as a process “to restore a person, as a 
disabled soldier, to a station of independent 
earning power 

In this definition, we find no compromise, 
no reduction of goals to ineffective levels. 
This does not regard the optimum of reha- 
bilitation as being the ability to make an oc- 
casional basket, the copying of magazine pic- 
tures, the creation of a leather purse, or the 
carving of book ends. It is not suggested that 
such activities have no part in the over-all 
process of rehabilitation: indeed, for the de- 
teriorated psychotic they may well be essen- 
tial steppingstones. But they should not ex- 
cite the psychiatrist too greatly: they are but 
means to an end. Few of us, much less the 
mental patient, could maintain “‘a station of 
independent earning power” by such activi- 


1 Manager, Veterans Administration Hospital, 
Perry Point, Md. 
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ties. Active, solvent, functional participation 
in society should remain the ultimate goal of 
our treatment. 

Many of our hospitals are well equipped to 
provide these preliminary phases of rehabili- 
tation, through efficient occupational therapy 
and manual arts departments. Few, however, 
can provide facilities for the intermediary 
stage between these and final rehabilitation to 
working at a job and living at home. All too 
often, long-term patients in mental hospitals 
who have mastered almost every skill pro- 
vided in the occupational therapy and manual 
arts shops still remain permanent residents of 
the chronic wards. They have relapsed into 
inactivity because there is nothing new for 
them to do and no end to be achieved by re- 
learning the skills that provided them with 
little more than a break from the monotony 
of hospitalization, or because they found no 
thoroughly satisfactory final reward for the 
tedious relearning. For so many mental pa- 
tients, the existing rehabilitation procedure 
has become just one more cul-de-sac of mod- 
ern psychiatric treatment. 

It is evident that much of our inability to 
rehabilitate successfully the mental patient is 
due to our dichotomous thinking with respect 
to life in the hospital and life in society. We 
do not think of the mental hospital as part of 
our society but something outside of our so- 
ciety. Hence, we have not developed the 
means of transition from one to the other. 
Recent years have seen great developments in 
hospital management. It is becoming increas- 
ingly possible to adapt the hospital milieu to 
the patient and vice versa. This has been an 
advance in our thinking and practice. But it 
is still a long way from the goal of total re- 
habilitation. 

There must be many techniques to help 
bridge the gap between rehabilitation in the 
hospital and rehabilitation in society. But 
each of them should have one thing in com- 
mon: the incentive-reward system must have 
some factors common to the hospital and so- 
ciety. The incentive-rewards of the mental 
hospital are very different from those of nor- 
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mal work-a-day life. Ground privileges, the 
making of a tray for a relative, the approba- 
tion of a physician or nurse, the transfer to 
a “better” ward are on a different level from 
the incentive-rewards of life outside the hos- 
pital. 

In the choice of an incentive for the pur- 
pose indicated above it is possible to use one 
that is artificially created (as in the modern 
advertising techniques) or one that is basic 
to the culture(3). Recent studies on person- 
ality and culture leave no doubt but that the 
fundamental goals and incentives of a cul- 
ture pattern have a motivating power equal 
to innate drives(4). Conversely, it has been 
shown that there is little incentive value in 
goals not consistent with an individual’s cul- 
tural pattern(6). Further, the artificially 
created incentive has 2 limitations in its ap- 
plication to mental patients: (a) the patient 
has considerable difficulty learning new tasks 
and an inability to shift from accepted to 
new patterns of motivation(5) and (b) the 
artificial incentive must of necessity be situa- 
tional to the hospital and may not have an 
equal importance in a motivational scheme 
outside the hospital. 

Research on values and incentives in our 
American culture has revealed one major in- 
centive that forms a fundamental foundation 
of our way of life: money(1). There is 
some experimental evidence that the mone- 


tary incentive incites more physiological, so- 


cial, and personal motives in Americans than 
any other incentive in our culture(9g). 

There have been many attempts to find re- 
wards that will motivate psychotic patients to 
release part or the whole of their psychosis in 
favor of more “normal” activity(2). Those 
engaged in these studies have been beset by 
one major problem: namely, that psychosis 
appears to be so highly individualized that a 
reward that works for one patient may not 
work for another. At the lowest level of 
operation, with the intensely active psychotic 
or catatonic, there appear to be some common 
rewards. ? But a reward system at the candy 
level is obviously unsuited to the long-term 


2 An interesting experience along these lines is 
provided by an Intra-VA Research Project, “Habit 
Retraining During Sub-Shock Insulin Treatment in 
Extremely Withdrawn Schizophrenics,” by Henry 
N. Peters, Ph. D., Chief Clinical Psychologist, Vet- 
erans Administration Hospital, Little Rock, Ark. 


psychotic who already operates at a fairly 
efficient level within the hospital setting. 
Candy-reward cannot mean much to a patient 
with full ground privileges and regular home 
visits. With this class of patients, individual 
differences appear to operate so effectively 
that no one common reward has been seen as 
practicable. 

It has been believed, for example, that the 
goal of rehabilitation to one’s own family, or 
being part of a family in a foster home serv- 
ice, was a common goal for which all pa- 
tients might strive. We find, in truth, that 
this does not work except in a limited number 
of cases. The older a patient and the longer 
he has been separated from family ties (as 
in the chronic wards patients) this not only 
loses its effectiveness as a reward but actually 
becomes a threat and panic problem. We 
know, too, that one patient will work for the 
reward of having certain personal posses- 
sions, whereas another will regard quite dif- 
ferent property objects as worth while(10). 
In this, the mental patient shares something 
in common with the normal population. 

For the older chronic patient, certain geri- 
atric processes have taken place that are often 
overlooked in devising reward systems. Cer- 
tain remarkable changes take place in the in- 
terests and values of older men(7, 8). All too 
often, the reward systems of rehabilitation 
for mental patients are adapted to the 
younger schizophrenic, thus cutting out a 
chronic population that is increasing and of 
considerable importance in our society. 

Money, as a reward, helps toward solving 
these problems. It is an incentive that is as 
effective within the hospital as it is outside. 
It is a basis of our American cultural norms. 
But its greatest advantage lies in its exchange 
power. We do not have to struggle to fit a 
reward for each patient—each patient be- 
comes the chooser of his own final reward 
system through his acquisition of the means 
to purchase what he values. This in itself be- 
comes part of the rehabilitation process. We 
do not fix goals for the patient ; he can fix his 
own goals and by working for a monetary re- 
ward satisfy his own personal goals as he 
wishes. 

It also helps to rehabilitate in the patient 
what has always been recognized as a major 
contribution to mental health; namely, that 
an individual have a number of independent 
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interests and be able to shift from one to 
another. Only in cases of extreme para- 
noia are all of a person’s interests subordi- 
nated in one hierarchy. Yet in our present 
rehabilitation schemes this is exactly what we 
do ; we limit the patient’s activities and goals. 
If the patient, on the other hand, has the op- 
portunity to widen his interests and goals, 
with therapeutic assistance he may be weaned 
back to a healthy attitude; money as a re- 
ward gives him this possibility of choice. 
With no other incentive is it as possible for 
the patient to start off with the one goal and 
expand or increase as he develops, being at 
the same time personally responsible for his 
choices. 

A further facet of the value of the money 
incentive is its dependence (in most instan- 
ces) upon group activity. The literature con- 
cerning the mental patient is classically de- 
pendent upon the theory that psychosis is a 
withdrawal process. It is a withdrawal from 
people, from society. No effective rehabilita- 
tion in our culture pattern can be created or 
maintained unless the patient learns to see life 
and effort in a group context. 

In our society, money is a major factor in 
getting people together. Apart from a very 
few activities, men cannot survive in our 
country without working with people. Money, 
as a reward, depends upon this function. The 
individual cannot make money jn social isola- 
tion: his earning power is dependent upon 
his relationships with others. The less money 
we make, the less contact we need with 
others: the ‘nore we make, the more people 
come into our work constellation. This is a 
practical and essential aspect of rehabilitation 
that must be learned by the mental patient. It 
forms a logical sequence: if we want our 
special type of personal rewards these are 
dependent upon earning money and earning 
money depends upon working with other peo- 
ple. It becomes, therefore, a process of group 
activity. We have a direct correlation: the 
higher the integration with a group, the more 
money it pays off for rewards and satisfac- 
tions. 

Because money is a basis of our civilization 
and so highly prized, it is rarely given away 
for deviant behavior. Not much money is 
earned from odd or bizarre behavior (except 
perhaps in Hollywood or on television). 
Even within a mental hospital, no administra- 


tion will provide a money reward system for 
nothing. Even for a psychotic patient to re- 
ceive payment, it is evident that he will have 
to produce something that is valuable to so- 
ciety. Money reward, then, can be obtained 
only by a work pattern that is normal. If jobs 
are set up in which money is the reward for 
effort, an essential rehabilitation factor is 
created in that the patient must undertake 
normal rather than abnormal activity. The 
“outside” reward system has not only pene- 
trated the hospital but also the “outside” be- 
havior pattern has become part of the hos- 
pital life. The patient is now doing, at his 
own level, what people do outside and is get- 
ting the same kind or class of reward that the 
people outside get. The bridge, therefore, has 
been erected over the moat separating the 
mental hospital from society. 


THE EXPERIMENT 


The present writer has attempted to put 
into practice, on an experimental basis, the 
theories outlined above. It must be clear, 
however, that this process does not fit all 
mental patients; it is the end of hospital re- 
habilitation, not the beginning. It cannot 
work for actively disturbed patients (that is, 
those who act out—aggressively or sexually). 
Evidence reveals, however, that it is effective 
with patients in whom the psychosis has 
somewhat reduced. It has been particularly 
effective with some of the patients regarded 
categorically as chronic. 

The writer took advantage of a Veterans 
Administration job described as a “Member 
Employee.” Such positions have been long 
established in Domiciliary Centers of the Vet- 
erans Administration. The purpose behind 
the creation of this class of positions was “to 
aid in the rehabilitation of domiciliary mem- 
bers by utilizing more fully throughout the 
VA those members who are not eligible for 
employment and by broadening employment 
opportunities for other members through ex- 
tended training efforts. Such employment 
primarily is a part of the rehabilitation pro- 
gram for building up self-reliance in the 
members and helping them to resume their 
places in society.” * 

The jobs were filled by the class of persons 


8 Veterans Administration T.B. 5-80: May 21, 
1948. 
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who were receiving domiciliary care. They 
were excepted from the competitive. civil 
service. They consist of such duties as com- 
pany commander, assistant matron, domicili- 
ary attendant, reader to the blind, bugler, but 
not necessarily restricted to this type of job. 
In order to effect this on the highest level pos- 
sible, training programs were established 
under the personnel division. 

It will be noted, however, that until the ex- 
periment of the present writer, these jobs 
were restricted to Domiciliary Centers and 
were not part of the care and treatment of 
mental patients in hospitals. 

The Veterans Administration allowed this 
writer to set up member-employee positions 
at VA Hospital, Perry Point, Maryland. Ad- 
ministratively, 2 such member-employee posi- 
tions were allowed for any one job in the hos- 
pital ceiling. The salaries range between 
$657.00 and $821.00. 

Those who are elected to status of member 
employee are first discharged as patients. 
They are housed in the Aides Quarters, usu- 
ally 2toaroom. As they are entitled to quar- 
ters and subsistence, no charge is made for 
their living quarters, laundry, or food. They 
are entitled to attend all recreational func- 
tions of the hospital. Further, they are also 
entitled to full medical and dental care. They 
are not entitled, however, to clothing, which 
they must provide from their own earnings. 

The rate at which a member employee is 
paid depends upon the job classif.cation. The 
hours he works and benefits accruing, such as 
annual leave, conform to those prescribed for 
civil servants. He is not entitled to sick leave. 

At the time of writing there are 17 former 
patients who work a full 40 hours per week 
as member-employees. The range of their oc- 
cupations is wide: laborer, guard, painter, 
landscape worker, kitchen worker, and ward 
janitor. Of a total of 20 only 3 have so far 
been readmitted to the hospital for psychi- 
atric care. 

In most of these former patients, there has 
been a remarkable improvement in their overt 
appearance and behavior. It is impossible for 
those who do not know the identity of the 
member-employees to differentiate between 
them and the regular employees. On a simple 
observational level, it appears that in most 
there has been a restoration of self-esteem. 
Certainly, socialization has increased to a 


marked degree. The pleasure brought to 
families of these former patients by this ad- 
vancement in adjustment is obvious. 

It is true that there must be selection of pa- 
tients for elevation to member-employee sta- 
tus. They are not chosen from biased diag- 
nostic samples, however, but are those in 
whom the psychiatric indicators for this mode 
of rehabilitation are strong. The following 
will indicate the types of patients from which 
the member employees have been selected: 
No. 1—admitted May 12, 1931—diagnosed 
schizophrenic reaction, paranoid type; dis- 
charged to member-employee status March 
18, 1952; No. 2—admitted June 27, 1925— 
diagnosed schizophrenia ; discharged to mem- 
ber-employee status January 15, 1952; No. 3 
—admitted September 21, 1935—diagnosed 
encephalopathy traumatic, epileptiform sei- 
zures (controlled) ; discharged to member- 
employee status September 5, 1952; No. 4— 
admitted July 4, 1945—diagnosed schizo- 
phrenic reaction; discharged to member-em- 
ployee status April, 1952; No. 5—admitted 
June 4, 1938—diagnosed schizophrenic reac- 
tion, paranoid type; discharged to member- 
employee status September 3, 1952. Others 
have been in the hospital from 1947 to 1952 
with similar diagnoses. 

Administratively, the activity of member 
employees had an effect on the financial op- 
erations of a hospital. At Perry Point, 17 pa- 
tients are now out of the hospital on a self- 
supporting basis. If we estimate an average 
salary of $2,600.00 per year for a regular em- 
ployee, multiplying this by 17 (as in the case 
of Perry Point) gives a total of $44,200.00. 
But the total cost of support (including meals 
and lodging) of the 17 member-employees is 
$22,661.00. This results in a financial saving 
of $21,539.00 per year. Additionally, we must 
account for the saving of 17 times $7.71 
(the per diem rate for each patient): this is 
$131.07 per day or $47,840.55 per year. At 
Perry Point, operating the member-employee 
system up to the moment on a limited experi- 
mental basis, the saving to the government 
has been approximately $69,379.55 per year. 

The initiation of the member-employee 
system at Perry Point has shown that certain 
patients can be rehabilitated at least to a satis- 
factory socialized level within a semihospital 
setting. The ultimate of rehabilitation, 
namely, effective socialization within society, 
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does not lie solely within the powers of hos- 
pital personnel. A vital part must be played 
by the industrialist who is prepared to give 
the ex-patient of the mental hospital a new 
start in normal work-a-day relationships. 
Those responsible for such placements know 
the difficulties involved. The social stigma of 
the mental patient remains; but this is not 
the only stumbling block to placement. More 
important to an industrialist is the fact that 
very rarely can the placement officer indicate 
any reliable recent work history of the former 
patient. No factory manager wants to waste 
his time on a person whose potential for un- 
productiveness is evident, and under previous 
placement procedures the recent work history 
of the applicant is indicative of this fact. If, 
however, the placement officer is able to show 
a successful work record of the former men- 
tal patient for some 12 months or 2 years, his 
task must be considerably lightened. The 
prospective employer has a substantial work 
record to assess and the former patient can be 
hired on precisely the same basis as “normal” 
people are hired by industry in society. The 
member-employee system can thus truly be- 
come a substantial bridge from hospital to 


society. 
A PATTERN FOR THE FUTURE 


With the effectiveness of this program a 
demonstrated fact, it now is permissible ‘o 
pause and look to the future to see how these 
principles and methods may be used to make 
more effective the treatment programs of to- 
morrow. The setting of a VA psychiatric hos- 
pital will be used as the screen upon which 
this pattern for the future is projected since 
the writer is most familiar and most con- 
cerned with the potentials and liabilities with- 
in such a setting. The VA hospital is not a 
unique setting, however. All facilities treat- 
ing chronic mental patients are faced with the 
same or similar problems, and many will have 
the resources needed to deal with it. 

Certain problems and limitations first 
should be considered. For example, it is 
recognized that frequently only a limited 
number of positions can be created and that 
these soon may be filled with former patients 
who find this new situation to be a very de- 
sirable one. Under these circumstances, the 
program would soon come to a halt as a 


treatment method and would have accom- 
plished little more than providing the hos- 
pital with a few new employees, many of 
whom would require more supervision and 
assistance than nonprofessional workers re- 
cruited through more usual methods. It is 
imperative, therefore, that full member-em- 
ployee status for former patients should not 
be viewed as an end but rather as an added 
means by which patients can be reintegrated 
into an extramural community setting. 

Member-employee status is but a new and 
added part of a treatment program having as 
its purpose a re-establishing for patients of 
their occupational potential and their ability 
to assume a more complete responsibility for 
their own management. Steps must be taken 
to see that member employees are not actually 
“forgotten” or that they are not purposely 
“overlooked” because they perform useful 
duties. The writer is reminded of an instance 
where an employee on a ward once com- 
plained bitterly because one of the patients 
was being sent out of the hospital on a trial 
visit. The employee’s complaint was that he 
had “trained” this patient to do some of the 
essential work on the ward, and that if he 
were sent out of the hospital he (the em- 
ployee) would “just have to train another 
one.” The employee involved was one of the 
most effective therapists in the hospital be- 
cause of this very ability to “train” his pa- 
tients to do essential work on his ward, but he 
had lost sight of the importance of this ability 
in his desires to have an efficient and 
smoothly functioning ward. It is important, 
therefore, that both patients and personnel 
have defined clearly for them the temporary 
nature of the member-employee appointment. 
Member-employeeship is but a “stepping- 
stone,” making possible or easier the transi- 
tion from the hospital to the community out- 
side the hospital. 

Another point that bears discussion arises 
as a natural outcome of the very philosophy 
that leads to the creation of a member-em- 
ployee program. If it is important to create a 
steppingstone between the hospital and the 
community, might it not also be important to 
create added steppingstones between the pa- 
tient and member-employee status? In fact, 
is it not a sound principle to create as many 
way stations as possible along the road that 
leads from psychosis back to the community ? 
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Such a method is consistent with both theo- 
retical and applied psychology where it is rec- 
ognized that immediate rewards, even though 
they are smaller in objective value, are more 
powerful incentives than larger rewards that 
are more remote temporally or spatially. 
This is recognized in our culture by many 
familiar proverbs such as “A bird in the hand 
is worth two in the bush.” 

Further, it may be important in the reha- 
bilitation program to have the various steps 
within the over-all program clearly defined 
and identified for both patients and person- 
nel. Just as a stranger in a foreign country 
finds it helpful and comforting to come upon 
frequent signposts showing he is traveling in 
the right direction, indicating how far he has 
traveled and how far he has still to go, is it 
not reasonable to presume that the hospital- 
ized patient, who is moving in the direction of 
remission, would also find some value from a 
system that confirms for him his impressions 
that he is making progress, that he is travel- 
ing in the right direction, and that the dis- 
tance remaining to be covered is becoming 
smaller and smaller? The writer realizes that 
certain critics will take exception to this point 
of view. Some experienced clinicians will 
argue, in fact, that calling attention to signs 
of improvement will reactivate the basic con- 
flict patterns within the schizophrenic so that 
there is danger of losing those slight gains 
that have been made. Probably this is true 
for many early schizophrenics and for schizo- 
phrenics who still are struggling actively with 
problems created by family demands or their 
immediate effects. it should be pointed out, 
however, that the patients who were ap- 
proached and who responded to the member- 
employee program were chronic in the sense 
that they had been hospitalized for consider- 
able periods, many being advanced in age and 
having no family ties remaining. It is at least 
a tenable hypothesis that these patients have 
outlived the necessity to struggle with these 
problems and, therefore, are better able to 
reaccept the standards and living patterns 
made intolerable by this struggle. 

As a final consideration, it seems to the 
writer that it may be a mistake in method to 
preserve the “hospital atmosphere” for pa- 
tients who are moving toward social recov- 
eries. If the patient is to leave the hospital, 
there inevitably comes a time when he again 


must be able to meet and deal with the frus- 
trations and demands imposed upon all of us 
by a culture that places an emphasis on com- 
petition and success. Is it not an injustice to 
the patient to shield him from these pressures 
of “normal” society until the actual day we 
return him to life in society? Child psychi- 
atry recognizes the injustice to children that 
is done by overprotective parents. Should 
not we recognize and take steps to avoid the 
injustice to patients that is brought about by 
the overprotective hospital? This is not to 
say that patients should be subjected indis- 
criminately to frustrations and social pres- 
sures. Such a conclusion would be absurd. 
As with the child, however, the patient who is 
“growing up” must be exposed gradually to 
the situations with which he was unable to 
deal in an extrahospital society and that led 
him to a psychotic solution of his problems. 
By carefully controlling his experiences and 
by providing him with meaningful incentives, 
we can help him develop adequate means of 
dealing with these situations. Meaningful in- 
centives are necessary if we are to expect the 
patient to reface and cope with these situa- 
tions again. The “pattern for the future” for 
these patients must offer some reason for at- 
tempting again to do that which previously 
was so overwhelming that psychosis was pre- 
ferable. 

The writer does not presume that a pro- 
gram such as described above is the only way 
in which patients may be resocialized. It 
seems t) be one way, however, that is effective 
for a certain group of hospitalized patients. 
Let us now consider the program and the 
various problems that have been presented to 
see if a still more effective method can be 
developed. As mentioned previously, this will 
be done within the setting of a Veterans Ad- 
ministration hospital, since it is in this set- 
ting that the previous programs were de- 
veloped. 

It is suggested that one effective approach 
might involve an earlier effort to re-establish 
the power of the monetary incentive. The 
writer would suggest that all voluntary (or 
involuntary) work assignments (hospital in- 
dustry, work details, etc.) should be done 
away with. Any patient being considered for 
group privileges should be expected to engage 
in some form of productive activity, but for 
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these activities he would receive a monetary 
reward consistent with the monetary struc- 
ture of the hospital. Let us take the monetary 
return of the full member employee as a 
standard and say that this standard should 
represent the reward a patient would receive 
for a full day of productive activity. If the 
day were fractionized into hourly portions, 
there would be a basis for 8 levels of mene- 
tary reward and for 7 new partial member- 
employee levels. For lack of a better name 
these might be referred to as “associate mem- 
ber employees.” An associate member engag- 
ing in productive activity representing the 
equivalent of one hour of productive activity 
would be rewarded at the rate of one-eighth 
of the full member-employee level. This 
might be the case if the associate member 
worked only one hour during the day and was 
totally effective during that hour. It might be 
the case, also, if the associate member worked 
8 hours but accomplished only the equivalent 
of one-eighth of a full day of productive ac- 
tivity. Whichever the case may be, the work- 
ers would be rewarded for what they pro- 
duced. They would receive a monetary 
reward consistent with demonstrated produc- 
tive capacity. This is a first step in approxi- 
mating the social and vocational standards 
imposed by an extrahospital culture. 

An important aspect of the program would 
be the re-establishing of the meaningfulness 
of the monetary reward. An opportunity 
must be provided for associate members to 
have the positive experiences associated with 
money. They should be given sufficient op- 
portunities to use money (or its equivalent) 
in its usual ways. This is important for the 
lower level associate members, since most of 
them have been denied access to their funds 
for a considerable time because of their in- 
ability to manage their affairs. It is impor- 
tant that they have an opportunity to relearn 
the buying value of money. They must be 
given access, therefore, to the money they 
earn as part of the rehabilitation process and, 
also, must be given access to stores (the can- 
teen for those unable to have passes) and 
catalogues. They must be encouraged to make 
purchases of items they wish. The ward 
management must be tolerant and under- 
standing, especially when it is evident that the 
items are of value only to the person making 
the purchase. Too frequently patients are 


discouraged or prohibited from making pur- 
chases only because the responsible person’s 
value system does not include the item re- 
quested. If we are interested in re-establish- 
ing the incentive value of money, it is the pa- 
tient’s value system that is of importance, not 
the value system of the hospital personnel. 

It is also important that full member em- 
ployees have ample opportunity to spend their 
pay. This is one of the ways by which the 
limited number of full member-employee po- 
sitions can be kept open for new members. An 
illustration will serve to make the point: On 
several recent occasions the writer has been 
approached by member employees who ask if 
there is an opportunity for promotion within 
the member-employee program to a higher 
pay level. These members were fully satisfied 
with the monetary returns when they first be- 
came members. The experience of having ac- 
cess to their money and of redeveloping old 
living patterns and desires that require the 
spending of the money have now brought 
them to the point where they would like to 
have more. The limitation placed on the 
maximum monetary return from member 
employeeship is a desirable feature in the 
total program. The only alternative for the 
member who wants more of that which he has 
been retrained to appreciate (money) is for 
him to seek full-time employment away from 
the hospital setting. This should be made as 
easy as possible for those who have developed 
to this level. 

As a positive and concrete approach, since 
member employees are entitled to full medical 
care, it is proposed that vocational counseiors 
should work constantly with member em- 
ployees to try to foster in them this desire for 
greater monetary returns, and that the voca- 
tional counselors should then assist them in 
finding employment in industries suited to 
their desires and aptitudes. The full facilities 
of the social service department will be used, 
including the foster-care program facilities, 
in order to help members find boarding homes 
offering a congenial atmosphere and a social 
pattern to which the member can be expected 
to adjust. Also, especially in the early levels 
of member-employeeship (when the associate 
member typically spends less than a full day 
at his work assignment), there will be an ac- 
tive resocialization program that will have as 
its purpose the developing of socially adap- 


: 
Fis. 
get 
t 


1953] PETER A. PEFFER gI 


tive recreational and living habits within the 
associate member. This program will be co- 
ordinated by the ward physician or the ward 
psychologist, and will involve the use of spe- 
cial-services facilities (to develop library 
reading habits, recreational habits, etc.), oc- 
cupational therapy (to develop one or more 
interesting and valuable hobbies), and other 
departments and individuals within the hos- 
pital setting to prepare the associate member 
for full member-employeeship and later reas- 
similation into an extramural social group. 

The program outlined briefly in the preced- 
ing paragraph offers at least tentative solu- 
tions for many of the problems and limita- 
tions of the present member-employee pro- 
gram. It should be noted that a program such 
as that proposed can succeed only where there 
is full acceptance of its principles and meth- 
ods by those who are going to be responsi- 
ble for carrying it out. This applies not only 
to the ward physician, the ward psychologist, 
the vocational counselor, the occupational 
therapist, and the social worker, but (and 
perhaps more importantly) to psychiatric 
aides on the ward and to mechanics in the 
garage, gardeners in the greenhouse, stock 
clerks in the warehouse, and to any other paid 
employees who have full or associate mem- 
bers assisting them in their duties. There 
must be a constant purpose of moving the 
member employee on to a higher level of ac- 
tivity and status. For this reason, the pro- 
gram (and all the people involved) must be 
sensitive to change in the level of adaptation 
of the memhers. The garage mechanic, the 
gardener, the stock clerk—all should make it 
their responsibility to watch for and report 
signs of change in order that the level of 
monetary reward can be promptly adjusted 
accordingly. This is true for changes in both 
directions. It is as important to recognize and 
take into account a loss in effectiveness as it 
is to recognize and reward the increases in 
productivity. A program such as this would 
lead to a truly treatment-oriented hospital, 
with every employee feeling a partial respon- 
sibility for every patient. 

In summary of this “pattern for the fu- 
ture,” it would seem that the member-em- 
ployee program, which has been tried and 
proven within the setting of one large VA 
hospital, can be improved by modification so 
that it applies to a tremendously increased 


number of chronically ill patients. This modi- 
fication, involving the creation of a series of 
associate-member positions and the extended 
usage of vocational-counseling programs, fos- 
ter-care programs, recreational programs, oc- 
cupational-therapy programs, etc., is of great 
practical importance to the Veterans Admin- 
istration and to other agencies and facilities 
treating psychiatric patients because of the 
ever-increasing number of long-term patients 
who are filling the badly needed beds of our 
mental hospitals. Such a program does not 
presume to be the only or the final solution to 
the growing problem of the chronic mental 
patient, but does offer a new and promising 
approach to this important area. 


CoNCLUSION 


An attempt has been made to combine a 
culturally powerful incentive‘ common to 
mental hospital environment and society with 
the motivational system® of certain hospital- 
ized psychiatric patients to effect a successful 
rehabilitation. This has taken the form of 
monetary reward for socially acceptable pro- 
ductive activity, which forms a bridge be- 
tween hospital adjustment and “outside” ad- 
justment. It allows the individual to set his 
own ultimate goals and rewards. It initiates 
and demands group activity for obtaining the 
reward. It makes the mental patient under- 
take normal behavior for normal rewards. At 
Perry Point Veterans Administration Hos- 
pital, the theory was translated to the practi- 
cal application of a member-employee system 
under which certain psychiatric patients were 
discharged to work as hospital employees 
with monetary rewards and certain subsidiary 
benefits. Of 20 patients only 3 were read- 
mitted to the hospital. Remarkable personal 
adjustment resulted with improvements in 
appearance, behavior, and self-esteem. It en- 
abled a financial saving to the government of 
approximately $69,379.55 per year. It has 
given current occupational-therapy and man- 
ual-arts procedures a higher goal and pur- 


4 We define incentive to mean an object or situa- 
tion toward which a drive-orlginated activity is 
impelled. 

5 Motive is used in its broadest sense to cover 
every form of impulsion; noting that many present 
treatment methods stress the motive but give little 
attention to the effective combination of motive and 
incentive. 
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pose. It gives the placement officer a recent 
work history to facilitate his task with indus- 
trialists. It permits former mental patients to 
be hired on the same basis as normal individ- 
uals. It is proposed to develop the member- 
employee system to the point of grading 
hours ard tasks to various levels of patient 
adjustment. It has proved to be a most effec- 
tive intermediate extramural rehabilitation 
process. 
ADDENDUM 


In time elapsed since this paper was written the 
following progress has been made: 49 member 
employees are row on the employment rolls and 
6 have already been placed in jobs and homes out- 
side the hospital. These 55 former patients had been 
in the hospital an average of 10 years. 
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A CRITICAL EVALUATION OF CARBON DIOXIDE OXYGEN 


The use of mixtures of carbon dioxide and 
oxygen in the treatment of mental disorders 
has aroused considerable interest recently 
among psychiatrists and other physicians. As 
is customary in medical history, the intro- 
duction of a new form of therapy is received 
with enthusiasm, but a long period of clinical 
and experimental testing is necessary in order 
to evaluate objectively the recommended 
treatment. In no other field of medicine is 
this perhaps more difficult than in somatic 
therapy in psychiatry, owing to our lack of 
precise knowledge concerning the etiology, 
nosology, and natural history of most mental 
diseases. Despite these difficulties, it is es- 
sential to examine critically initial claims 
made concerning the efficacy of any new form 
of therapy, in order to avoid the error of sub- 
jective overenthusiasm and to aid further 
research. 

This report will attempt to evaluate carbon 
dioxide therapy from a clinical standpoint.* 
The first section will review clinical reports 
and will include a statistical summary of 238 
cases collected from the literature. In the 
second section experimental work and hy- 
potheses concerning carbon dioxide therapy 
will be reviewed. The third section will con- 
sist of a critical discussion, including sugges- 
tions for future research. 


1. ReEvIEwW oF CLINICAL REPORTS 


INTRODUCTION 


In 1918 Loevenhart(25) found that intra- 
venous sodium cyanide caused stuporous psy- 
chotic patients to become mentally alert for 
brief periods. In 1929 he reported that in- 
halation of 30—40% CO, in oxygen was 
more effective than sodium cyanide, causing 


1 Assistant Attending Psychiatrist, NYU-Belle- 
vue Medical Center; Assistant Psychiatrist, Van- 
derbilt Clinic, New York City. 

2 The central action of carbon dioxide, its effect 
upon the function of the isolated nerve, and the 
sensory and motor phenomena resulting from inha- 
lation of CO; and oxygen have been described in 
detail by Meduna(32) and Baudouin et al.(3). 
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“cerebral stimulation” in mute or catatonic 
patients that lasted 2 to 25 minutes(26). 
These findings were confirmed by later inves- 
tigators(14, 32). In 1946 Meduna first 
treated psychoneurotics with CO,-O, inhala- 
tion, presenting his results in a series of 
papers (27-31) and in a book(32) in which he 
enthusiastically recommended carbon dioxide 
therapy as “a neurophysiological treatment 
of nervous disorders.” 


TECHNIQUES OF CARBON DIOXIDE 
THERAPY (cpT)* 


At first Meduna used a mixture of 20% 
CO,—80% O, but later changed to 30% CO, 
—70% Oz, which was inhaled by the patient 
through an anaesthesia mask until a stage of 
brief coma (lasting less than one minute) 
was attained. Following cessation of the in- 
halation, the patient rapidly regained con- 
sciousness. Meduna recommended an opti- 
mum of 3 treatments per week, to a total of 
20-150 treatments, depending upon the de- 
gree of improvement noted, and avoided con- 
current psychotherapy, in order to test the 
therapeutic effect of COs. 

Certain modifications in technique have 
been introduced including variations in fre- 
quency of the treatment, in duration and 
depth of coma, in concentration of CO,—O2., 
and in the use of concurrent psychotherapy. 
Wilcox(53) gives 10 inhalations of 20% 
CO.—80% Oz, then gradually adds 100% 
CO, until coma is reached. He combines this 
with psychotherapy at each session, calling 
his method “psychopenetration.” A similar 
method is advocated by Liest(21). Milligan 
(37) produces “overbreathing with some 
restlessness,” but no coma, by giving 100% 
O., then introducing 100% CO, up to a con- 
centration of 15% CO,. After 20 inhalations, 
more CO, is added to 30% concentration and 
then lowered to the former level. By this 


8 The abbreviation “CDT” throughout this paper 
will refer to Meduna’s brief-coma technique, and 
minor modifications thereof, unless otherwise quali- 
fied (e.g. noncoma. CDT, CDT plus psychotherapy). 
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technique, abreactions can be induced rapidly. 
He uses CO, only as an aid to psychotherapy. 

In order to alleviate the increasing anxiety 
manifested by some patients, Meduna(4) 
starts with 100% nitrous oxide to induce 
coma, then changes to 30% CO,—70% Oz, 
without removing the mask. Occasionally he 
switches to N,O, after giving CDT. He ad- 
vises caution in using N,O, since it produces 
cerebral anoxemia, which might lead to re- 
spiratory failure when combined with CO,. 
LaVerne(4, 19) trains patients to exhale 
room air forcibly and take immediately a 
deep breath of 70% CO.—30% O,. This 
“single breath” technique produces instan- 
taneous coma in most patients and thus 
avoids the severe precoma anxiety that may 
occur with Meduna’s method. 


PSYCHOTIC DISORDERS 


Reports on CO, therapy in psychotics are 
few and the results generally unfavorable. 
Hinsie et al.(14) exposed 18 catatonic schizo- 
phrenics to high concentration of CO, in 
room air for long periods and noted that 2 
patients recovered and remained well for 18 
months. However, they did not claim that 
CO, caused the improvement. Kindwall(18), 
using CDT plus “other forms of treatment,” 
reported lasting improvement in 1 of 4 
schizophrenics. Baars(1) noted partial im- 
provement in a case of acute anxiety hysteria 
with schizoid features. Several weeks later 
the patient was admitted to the hospital “with 
schizophrenia, but without symptoms of hys- 
teria or anxiety.” Two schizophrenics given 
CDT by LaVerne and Herman(20) showed 
no change. Summarizing, only 4 of 25 schizo- 
phrenics improved during CO, treatment. 

A group of 17 hospitalized psychotics in 
remission was treated by Liest(22) with 
CDT plus psychotherapy. He reported an 
87% improvement rate and concluded that 
CDT helped patients to respond to psycho- 
therapy. Since all these patients were in re- 
mission at the time of getting CDT, and most 
of them had previous or concurrent psychi- 
atric treatment, this high improvement cannot 
be considered a “specific” effect of CDT. 

Busse et al.(2) gave various mixtures of 
CO.—O, to 12 hospitalized psychotics (10 
of whom were schizophrenic) under intra- 
venous barbiturate anesthesia. Four patients 


improved enough to go home and the re- 
mainder showed transient mental alertness 
but then relapsed. The authors conclude, 
however, that their method is not of appreci- 
able value in schizophrenia. They believe 
this to be a relatively safe procedure, but 
Meduna(4) states that combining intra- 
venous barbiturates with CO, inhalation is 
dangerous and may lead to respiratory arrest. 


NONPSYCHOTIC DISORDERS* 


Clinical reports on CDT in psychoneu- 
rotics are few and the data frequently frag- 
mentary. Different authors report varying 
results, the use of diagnostic terms is chaotic, 
methods of evaluating improvement are not 
clearly stated, and controls and follow-ups 
are rare. The duration of illness, previous 
treatment, if any, and types of concurrent 
psychotherapy used are frequently not de- 
scribed. 

Despite the errors involved in attempting to 
apply statistics to such heterogeneous data, I 
have summarized 238 cases from the litera- 
ture in Table 1. The data were reclassified 
according to the 1951 “Diagnostic Manual” 
of the American Psychiatric Association 
(33). Diagnoses were placed in 4 categories, 
each designated by a letter, as follows: A— 
psychoneurotic disorders ; B—psychophysio- 
logic autonomic and visceral disorders ; C— 
personality disorders ; C,—stutterers. An ex- 
ample of'the method used follows: 


Reclassifi- 
| 
Diagnoses (Meduna—32) Table 1 
Sympathetic reactions 
A 
Parasympathetic reactions 
Cardiospasm; spastic colon............ B 
Impotence; frigidity A 
Motor reactions 
Tremor ; tic A 
“Over-all tension and constipation”.... B 
Ideo-motor reactions 
Conversion hysteria A 
Homosexuality ; perversion ........... G 


Under the heading “improved” (Table 1) 
are included all cases showing minimal to 


# Since 1951, the author has given CDT to non- 
psychotic patients at Vanderbilt Clinic, New York, 
the results of which will be presented in a separate 
paper. 
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marked symptomatic change in the direction 
of mental health during or immediately after 
CDT. Percentage improvements are calcu- 
lated for series of 10 or more cases and are 
not to be considered statistically valid but 
only approximate. These percentages are 
based solely on the data in Table 1 and do 
not always coincide with an author’s calcula- 
tion. For example, Meduna(32) reports a 
68% improvement rate on 100 patients 
treated with CDT. Recalculating his data and 
adding 11 obsessive-compulsive patients who 
did not improve, the rate falls to 58% (Table 


I). 
TABLE 2 


IMPROVEMENT IN RELATION TO PSYCHOTHERAPY 


Concurrent 
psychotherapy 


No psychotherapy 


5 


> Improved 
cow Unimproved 


5 
24 

2 
10 
22 
58 


+ 


% improved .... 62 
* See text. 


It will be seen (Table 1) that 146 of 238 
nonpsychotic patients improved, an over-all 
improvement rate of 61%. Improvement 
rates vary from 22% to over 90%. About 
5% of the patients became worse during 
CDT. Comparison of patients receiving 
CDT with and without concurrent psycho- 
therapy reveals an identical improvement 
rate of about 60% (Table 2). The greatest 
improvement (83%) occurs in psychophys- 
iologic disorders and the least (46%) in 
stutterers (Table 3). Meduna believes that 
the results he obtained with CDT in stutter- 
ers are significant, in view of the poor effects 
of other methods of treatment. 


CDT IN ALCOHOLISM 


Most reports on CDT in alcoholism are 
favorable. Meduna(32) treated a 26-year- 
old woman who had been drinking heavily 
for 10 years and had a severe anxiety neu- 
rosis. She received 61 CDT and stopped 
drinking during the first week of treatment. 


Follow-up 34 years later revealed that the 
patient had not had a drink during that time, 
despite environmental traumatic experience. 
Four patients with homosexuality and alco- 
holism improved with respect to both condi- 
tions during and after CDT. During a 2-year 
follow-up one of these patients relapsed 
twice, the other 3 apparently remaining off 
alcohol completely. An alcoholic homosexual, 
who also stuttered, was given CDT by 
Meduna. The treatment “cured his stutter- 
ing permanently, cured his alcoholism tempo- 
rarily, and apparently reduced his alcoholism 
permanently,” but had no effect on his sexual 


TABLE 3 


IMPROVEMENT IN RELATION TO DIAGNOSIS 


Total Total 


improved 
63 
25 
39 
19 


146 


behavior. A 3-year follow-up indicated that 
he was off alcohol for the first 16 months, and 
thereafter had only “occasional relapses” 
(32). Baars(1) reported improvement in a 
chronic alcoholic who had been drinking 
heavily for 17 years. A 44-year-old chronic 
alcoholic, reported by Weaver et al.(52), who 
received modified insulin shock prior to 68 
CDT, stopped drinking during a 7-month 
follow-up. The same authors report an alco- 
holic schizoid personality who failed to re- 
spond to 27 CDT. Phillips(41) gave CDT to 
an alcoholic with a character neurosis. The 
patient noted a marked decrease in tension, 
anxiety, and insomnia, and a 7-month follow- 
up revealed sustained improvement without 
drinking. Kindwall(18) noted no change in 
8 alcoholics treated with CDT, one of whom 
became worse during the treatment. 


CARBON DIOXIDE INHALATION IN OTHER 
CONDITIONS 


In 1947, Baudouin et al.(3) gave CDT to 
10 patients with grand mal or petit mal, all of 


5 Carbon dioxide has been used for many years 
in the resuscitation of asphyxiated patients, to stimu- 
late deep breathing following operations, as an aid 


D Total ....... 238 61 

Total .....103 6 
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whom had failed to respond to anticonvulsant 
drug therapy. They observed total or partial 
control of seizures in 8 patients but were cau- 
tious in evaluating the efficacy of CDT in this 
condition, since no follow-up studies were 
done. Four patients with psychomotor epi- 
lepsy treated by Meduna(32) showed no im- 
provement. 

L. D. McRae(35) found CDT harmless 
during pregnancy and noted that pregnant pa- 
tients suffering from anxiety and depression 
developed “improved mental attitudes and 
improved physiochemical responses” during 
the treatment. 

In 1940 Locke and Cohen(23) treated 10 
patients with rheumatoid (atrophic) arthri- 
tis with 10—15% CO, in Os, sufficient to 
induce a feeling of warmth, breathlessness, 
and vertigo without coma. They noted in- 
crease in motion of the affected joints and 
decrease of pain in 9 patients. A similar num- 
ber of patients with nonatrophic arthritis 
given the same treatment showed no improve- 
ment. In a later study, Cohen(7) treated 82 
patients with rheumatoid arthritis twice daily 
with CO,—O, inhalation for a maximum of 
48 days. No concurrent physiotherapy or 
medication was given, other than mild doses 
of salicylates for pain. He noted, during the 
second week of treatment in many patients, 
“marked reduction in pain, increased range of 
motion in the joints, reduction in swelling 
about joints, increased appetite, greater abil- 
ity to sleep, and improved appearance and 
morale.” He reported 63; patients (76.8% ) 
“completely free of symptoms,” 5 improved, 
recurrence of symptoms in 5, and 9 unim- 
proved. Follow-up ranged from 1 to 4 years. 

At the Atlantic City symposium(4), sev- 
eral physicians reported clinical improvement 
and amelioration of organic arthritic symp- 
toms in 7 psychoneurotic patients during 
CDT, within the first 10 treatments. 


INDICATIONS, CONTRAINDICATIONS, AND 
COMPLICATIONS 


Most reports agree that CDT is physically 
harmless, causes no lasting unpleasant after- 
effects, is time-saving to both patient and 


to expectoration in asthma, and in severe hiccoughs 
(55, 24). Recent experimental studies on the effects 
of CO; on the cerebral circulation are reported by 
Gibbs et al.(11), and Schmidt (46). 


therapist, simple to administer, requires little 
equipment, and is suitable for office or clinic 
use. Meduna(31) recommends CDT in con- 
version reactions, anxiety neuroses, and cer- 
tain personality disorders. He states CDT is 
ineffective in psychoses, obsessive-compulsive 
reactions, and hypochondriasis. 

Kindwall(18) finds CDT of “striking 
value in psychosomatic disorders” and rec- 
ommends its use by general practitioners. 
Several authors(21, 37, 40, 54) recommend 
noncoma CDT as an excellent abreactive 
agent, and claim that it markedly shortens the 
duration of psychotherapy. 

Other authors are less enthusiastic. La- 
Verne and Herman(20) obtained “insignifi- 
cant” results with CDT but noted that their 
case material was too small for adequate 
evaluation. They emphasize that CDT should 
be used only by physicians with experience in 
the psychiatric discipline. According to R. I. 
McRae( 36), overenthusiasm and indiscrimi- 
nate use of CDT should be avoided until 
more thorough clinical trial reveals its true 
value. Kalinowsky found no lasting improve- 
ment in patients treated with prolonged-coma 
CDT (up to 100 inhalations per treatment) 
and points out that any treatment applied to 
psychoneurotics leads to a fair number of 
favorable results (17, p. 297). 

No fatalities or serious complications from 
CDT have been reported. Epileptiform sei- 
zures and transient decerebrate rigidity may 
occur if CDT is carried far beyond the stage 
of transient coma. However, these motor 
manifestations do not resemble those seen 
with ECT and require little or no restraint 
(32,4). Meduna gave over 20, o00 CDT and 
observed only rare instances of tongue-biting 
and urinary incontinence. A chronic alco- 
holic developed multiple capillary haemor- 
rhages after the third CDT, which cleared in 
a few days(32). An alcoholic treated by La- 
Verne and Herman(20) developed bilateral 
subconjunctival haemorrhages after the fif- 
teenth CDT, which cleared rapidly after 
treatment was discontinued. 

Frequently patients describe unpleasant 
sensations during CDT, including fear of 
suffocation, choking sensations, unpleasant 
dreams, severe dyspnea, feelings of disinte- 
gration, and fear of impending death, which 
may cause them to stop treatment. Meduna 
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(32) noted that 5% of his patients stopped 
prematurely owing to increasing anxiety. 

The contraindications to CDT are few: 
severe hypertension, cardiac disease, and cer- 
tain pulmonary diseases such as active tuber- 
culosis. The danger of respiratory failure 
and the possibility of inducing a psychosis 
with CDT are mentioned by some therapists 
(4, 9, 37). However, CDT is apparently the 
least dangerous form of somatic treatment in 
psychiatry today. 


COMPARISON OF CDT WITH OTHER METHODS 
OF TREATMENT 


No specific studies have been made com- 
paring CDT with other methods of phar- 
macotherapy. Milligan(37) believes CO, is 
a safer and more effective abreactive agent 
than ether, nitrous oxide, or intravenous bar- 
biturates. A group of British investigators 
(12, 38, 44, 47) recommends ether as an 
abreactive agent superior to intravenous bar- 
biturates and useful in the treatment of psy- 
choneurotics when combined with psycho- 
therapy. Simon and Taube(48) found that 
intravenous methedrine causes patients to dis- 
close “previously unobtainable material” and 
recommend this drug as an aid to diagnosis. 
Rees et al.(42) state that trichlorethylene in- 
halation is superior to both nitrous oxide and 
intravenous barbiturates as an adjunct to 
psychotherapy. It is noteworthy that the re- 
sponses of patients to each of these abreac- 
tion-producing drugs are almost identical 
with those observed during CDT. 

There is a difference of opinion regard- 
ing the necessity for psychotherapy during 
CDT. At first, Meduna(32) purposely 
avoided psychotherapy and even used coun- 
tersuggestion in order to determine whether 
CO, is a “specific” agent in alleviating psy- 
choneurotic symptoms. However, he stated 
recently that psychotherapy of a nondirective 
type may be of value in certain patients(4). 
Wilcox(53, 54) believes that his method of 
“psychopenetration” causes the patient to 
progress “many times faster than in strict 
Freudian psychoanalysis and the psychiatric 
hours are much fewer.” 


®It is of interest that statistical reports from 
various institutions using insulin and ECT, with or 
without concurrent psychotherapy, show no sig- 
nificant difference in improvement rates (17, p. 317). 


II. ExPERIMENTAL AND THEORETICAL As- 
PECTS OF CDT 


There are few studies of the physiological 
effects of inhaling 30% CO.—70% O, in 
man or animals. Blood chemistry changes 
during CDT are reported by Gibbs and Gibbs 
(32, p. 9). EEG changes consist of slow 3- 
to-4-per-second high-voltage activity, which 
appears after about 18 inhalations, continues 
for about 25 seconds after the termination of 
CDT, and then reverts to the pretreatment 
pattern (32, p. 21). 

Therman et al. (50) gave 5%. CO.—95% 
O, to 17 psychotics and 23 psychoneurotics. 
The “sensitivity” to CO, was measured by 
continuous recording of respiratory minute 
volume under resting conditions before, dur- 
ing, and after inhalation of this mixture. 
They were unable to demonstrate a relation- 
ship between sensitivity to CO, and any spe- 
cific mental disorder.” They also gave CDT 
to a group of psychoneurotics (Table 1) and 
noted increased sensitivity to 30% CO, in 
severely anxious patients, which they attri- 
buted to “factors influencing the blood alkali 
reserve.” 

Schaeffer(45) exposed a group of men to 
3% CO, in air for 6 days and noted a period 
of emotional excitation followed by depres- 
sion. He found that the excitability of the 
respiratory center decreased while the blood 
alkali reserve increased, mainly owing to re- 
tention of alkali by the kidneys. Animals ex- 
posed to 3-24% CQO, showed evidence of 
hypersecretion of adrenalin followed by 
hyposecretion, the latter “due to diminished 
synthesis.” Klein(45) found histological 
changes in the pituitary and adrenal cortex, 
indicating “a hyper- and subsequent hypo- 
phase” in these organs. With prolonged ex- 
posure to 3% CO,, the thyroid gland showed 
decreasing activity. The phase of emotional 
excitement in animals was most clearly ob- 
served with 12% CO,. These findings are 
of great theoretical interest in view of the 
improvement reported in rheumatoid ar- 
thritis following CO, inhalation(4, 7, 23). 


7J. C. Lilly states(so), “Meduna’s theory of 
carbon dioxide therapy is not supported by sufficient 
empirical data on (respiratory minute) volumes re- 
corded from stimulation of various parts of the 
brain, to justify an attempt at treatment with COs.” 
The last part of this statement I consider irrelevant, 
since CDT is a purely empirical treatment. 
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Recently, Meduna(4) suggested that CDT 
may stimulate the pituitary, resulting in a 
liberation of ACTH and other hormones, 
which might mobilize body defenses and lead 
to amelioration of both neurotic and physical 
symptoms. 

The suggestion of Loevenhart et al.(26), 
that decreased O, fixation by brain cells in 
the presence of high CO, concentration re- 
sults in mental stimulation of catatonic 
schizophrenics, is opposed by Hinsie et al. 
(14), who point out that the dissociation 
curve of haemoglobin shows that more O, is 
available to tissue cells in the presence of in- 
creased CO,. They suggest that the observed 
psychic stimulation results from increased O, 
tension in the brain cells. 

Jackman and Schorr(16) postulate that 
CDT causes a “chemical lobotomy,” effecting 
organic changes in various parts of the brain. 
According to Kindwall(18), CDT may pro- 
duce a “brief controllable toxic psychosis” 
that renders the patient more amenable to 
psychotherapy. 

Meduna(32) presents an elaborate neuro- 
physiological theory of psychoneuroses based 
upon the hypothesis of reverberating circuits. 
He believes that CO, increases the threshold 
of stimulation of neurones, thereby suspend- 
ing or interrupting the “positive and negative 
feed-back systems” in the brain. He suggests 
that CO, “restores homeostasis to the brain 
circuits,” thus curing the patient. 

The opinion of Wilcox(54) that CO, acts 
as a “specific agent for release of the uncon- 
scious” is opposed by Liest (21), who believes 
that the effect of CO, is nonspecific and is 
similar to that caused by other anaesthetic 
agents. Freeman(g) suggests that carbon di- 
oxide, like ether, causes intense emotional re- 
actions in certain patients owing to psycho- 
logical factors. The fact that the patient in- 
hales a foreign gas through a mask while 
lying down may have unconscious symbolic 
significance (“respiratory introjection”). He 
states that CO, “overwhelms the ego,” lead- 
ing to a loss of reality-testing and setting free 
unconscious dynamic forces. He points out 
that in CDT the therapeutic situation may be 
unconsciously “sexualized” by the patient, 
which may lead either to therapeutic benefit 
through abreaction or to increasing anxiety 
that causes the patient to become worse and 
discontinue treatment. 


III. Discuss1on 
RESEARCH PROBLEMS 


The evaluation of any form of psychiatric 
treatment is extremely difficult, because of a 
variety of factors. Some of these, which ap- 
ply also to CDT, are listed by Thorne(51) : 
(1) all methods of psychiatric treatment 
claim some success ; (2) all forms of therapy 
are influenced by the authority and dogma of 
their proponents ; (3) subjective reports are 
unreliable since therapists tend to select pa- 
tients who show favorable response to a given 
treatment ; (4) since time alone tends to limit 
many disorders, the degree of severity of the 
illness must be evaluated before the degree of 
improvement from therapy can be ascer- 
tained ; (5) in order to validate a new treat- 
ment, a great deal of data must be obtained 
from independent centers and investigators ; 
(6) all possible variables must be controlled 
and concomitant variables identified, to avoid 
irrational formulations; (7) to determine 
whether improvement or cure is lasting, long- 
term follow-up studies must be done. 

At present it is not possible to draw accu- 
rate conclusions regarding the efficacy of 
CDT. Many authors appear to be carried 
away by their own enthusiasm instead of 
maintaining objectivity in evaluating results. 

Patients who improve during psychiatric 
treatmerit should be compared with untreated 
controls, in order to have an idea of the spon- 
taneous recovery rate of mental disorders. 
Landis(5) made a study of psychoneurotic 
patients discharged as improved within I year 
of admission to state mental hospitals from 
1925-1933. He found this “basic ameliora- 
tion rate” to be about 68% and stated that 
any method of treating neurotics must show 
an improvement rate greater than this to be 
considered a “specific” form of treatment. 
Since all these patients were hospitalized and 
therefore received at least custodial and sup- 
portive “treatment,” I agree with Miles(34) 
that this cannot be considered an accurate 
measure of spontaneous recovery from psy- 
choneuroses. Nevertheless, it is remarkable 
that so large a proportion of neurotics im- 
proved without receiving specific treatment. 
The 61% improvement rate in patients re- 
ceiving CDT (Table 1) does not prove that 
CO, is “specific,” since other anaesthetic 
gases appear to have the same effect and con- 
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comitant variables, such as suggestion, have 
not been eliminated. 

The following suggestions for further re- 
search are made from an idealistic standpoint, 
since I am aware of the numerous practical 
difficulties involved : 

1. All diagnostic terms should conform to 
the standard classification of the APA “Man- 
ual of Mental Disorders.” 

2. Terms and methods used in evaluating 
improvement must be standardized. Jackman 
and Schorr(16, 4) devised a useful symptom- 
rating scale, in order to assemble collatable 
data from all workers using CDT. Such a 
symptom questionnaire should be filled out 
(preferably by the patient) before and after 
CDT. Interpersonal maladjustment in work, 
sexual life, social activity, etc., should be 
rated on a separate scale by the therapist. Pa- 
tients showing minimal improvement should 
be classified “unimproved” to avoid inaccu- 
rately high improvement rates. 

3. The technique of CDT should be stand- 
ardized. Since CO, is a normal end-product 
of cell metabolism and it is harmless when 
mixed with O,, CDT lends itself particularly 
well to clinical research, unlike the more dras- 
tic shock therapies. The frequency of treat- 
ment, the degree of alteration of conscious- 
ness to be attained (from simple vertigo to 
prolonged coma), and the concentration of 
CO,—O, can be readily controlled. 

4. Alternate patients suffering from a 
specific symptom-complex (such as alcohol - 
ism or stuttering) should be given either NO 
—O, or O, “spiked” with CO, as a control. 

5. Patients should be selected who have 
had no previous psychiatric treatment and 
concurrent psychotherapy should be avoided. 
This is not feasible in office or clinic practice 
but could be done in a research institute or 
hospital. 

6. Statistical studies should include pa- 
tients who stop prematurely, who become 
worse because of increasing anxiety or other 
factors, and conditions that do not respond to 
CDT. 

7. Where noncoma CDT is used to induce 
abreactions to aid psychotherapy, the results 
cannot be compared with CDT since the num- 
ber of concomitant variables introduced by 
psychotherapy is too great to evaluate the ef- 
fect of CO, per se. The type, duration, and 


response of patients to previous or concur- 
rent psychotherapy should be stated. 

8. Before claiming specificity for CDT, 
comparison with other somatic treatments is 
essential. The indication that CDT is of 
value in psychoneuroses and personality dis- 
orders, but of no value in psychoses, whereas 
the reverse is true of electroshock and insulin, 
is of great interest. Comparative studies 
might clarify certain etiological differences 
between psychoses and neuroses. 

8. There is both clinical and experimental 
evidence that CDT stimulates the pituitary- 
adrenal system, liberating ACTH and other 
hormones. Indeed, this might be a common 
factor in all shock therapies. To test this 
hypothesis, biochemical and physiological 
studies should be made in man and animals. A 
study of ketosteroid excretion in the urine 
and eosinophile counts before and after CDT 
would be relatively simple. 

10. The effects of CDT on experimentally 
induced neuroses in animals should be 
studied. 

11. Bias by individual workers for or 
against CDT could be minimized by having 
independent observers check results. 


CDT AND THE ETIOLOGY OF NEUROSIS 


The discovery that certain psychoneurotic 
symptoms disappear during CDT has led 
some psychiatrists to advocate substituting it 
for psychodynamic therapy. 

Meduna is greatly opposed to psychoanaly- 
sis and attempts to explain the etiology of 
psychoneuroses in terms of disturbed cerebral 
physiology, as shown by the following state- 
ments(4, 32): 


I have evolved a treatment which eliminates the 
necessity for using a symbolical approach to the 
psychoneurotic individual. 

If the patient has gone through previous psycho- 
analytic treatment which conditioned him to the 
Freudian frame of reference, offering Freudian in- 
terpretations is almost unavoidable. Even in this 
group I prefer to give my physiological theory of 
the neurotic condition and many patients of higher 
intelligence are capable of grasping it and using the 
terms of reverberating circuits to explain their emo- 
tional experiences. 

In medicine, the distinction between psychological 
and physiological phenomena is inadmissible. I 
consider every function of the human brain, undis- 
turbed or deranged, as the sum or integrate of the 
functions of the nerve cells; therefore the function 
and its disturbance have to be expressed in terms 
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germane to physiology. The question, therefore, 
as to whether the action of carbon dioxide therapy 
is psychological or physiological is irrelevant, un- 
intelligent, meaningless. 


It is of interest that Freud(g) in 1910 and 
Fenichel(10) in 1946 emphasized that psy- 
choanalysis assumes that the mental is based 
on the physical. However, the organic basis 
of psychoneurosis remains purely hypotheti- 
cal, but symptoms (such as hysterical con- 
version) resulting from unconscious conflicts 
are readily demonstrable clinically. The tend- 
ency of Meduna to disregard the knowledge 
of unconscious mental processes that has been 
painstakingly accumulated during the past 
half century and to overemphasize the value 
of a physical treatment is, in my opinion, 
definitely harmful to the advancement of psy- 
chiatric science. It is apparent that patients 
receive the most benefit from therapists who 
are skilled in both somatic and psychological 
treatment methods. Psychiatrists should 
avoid favoring one particular form of treat- 
ment to the exclusion of all others. 

Meduna’s concept that CDT is a specific 
treatment for psychoneurosis that exerts a 
selective effect upon brain tissue is not sup- 
ported by experimental or clinical evidence. 
On the contrary, since other anaesthetic 
agents have an effect similar to CO,, CDT ap- 
pears to be nonspecific. Actually CDT has 
added nothing to knowledge of the natural 
history or etiology of neurosis, a problem that 
remains unsolved. 

It is beyond the scope of this paper to dis- 
cuss the ancient and complex problem of the 
interrelationship between the mind and the 
brain. This topic has been recently reviewed 
in detail by several authors (6, 15, 43). As 
noted by Penfield(39), even if the substra- 
tum of consciousness is eventually trans- 
lated into chemical formulas, “the ultimate 
riddle will still remain, ‘What is the bridge 
between nerve impulse and thought ? ” 

In conclusion, CDT appears to be of 
limited value in certain nonpsychotic mental 
disorders but it is definitely not a panacea. It 
is to be hoped that future work in this field 
will consist of careful clinical and experimen- 
tal observation and that exaggerated thera- 
peutic claims and wild speculation, based 
upon a lack of facts, will be reduced to a 


SUMMARY AND CONCLUSIONS 


1. The clinical, experimental, and theoreti- 
cal literature on carbon dioxide oxygen in- 
halation therapy(CDT) is reviewed and criti- 
cally evaluated. 

2. The over-all improvement rate in 238 
nonpsychotic patients treated with CDT, col- 
lected from the literature, is 61%. The 
highest rate of improvement (83%) is re- 
ported in psychophysiologic disorders, the 
lowest (46% ) in stutterers. The evidence in- 
dicates that these high improvement rates are 
exaggerated since most workers include 
“minimal” improvement in their statistics. If 
these patients had been correctly classified 
“unimproved,” the rates would be lower and 
much more accurate. 

3. CDT is apparently of little value in the 
treatment of psychoses, severe obsessive- 
compulsive, and hypochondriacal reactions. 

4. CDT may be a useful adjunct to psy- 
chotherapy, causing rapid release of uncon- 
scious repressed memories and affects (abre- 
action), thereby shortening the duration of 
psychotherapy. 

5. CDT is capable of causing amelioration 
of some neurotic symptoms without the use 
of concurrent psychotherapy. Ideally, how- 
ever, CDT should be combined with or fol- 
lowed by psychotherapy in order to induce 
lasting improvement in the patient through 
the development of insight intc the cause of 
his symptoms and emotional difficulties. 

6. No fatalities or lasting complications 
from CDT have been reported. It is appar- 
ently the least harmful form of somatic 
therapy in psychiatry. However, since CDT 
is “potentially” dangerous both physically 
and psychologically, it should be given only 
by psychiatrists or other physicians with spe- 
cial psychiatric training. Indiscriminate use 
by untrained personnel might result in serious 
complications. 

7. CDT may be of value in certain patients 
who are hostile to psychotherapy or who for 
various reasons are unable to receive other 
forms of treatment. Such individuals fre- 
quently become more cooperative during 
CDT, since they feel that something “active” 
is being done to help them and they fre- 
quently request further psychiatric treatment. 

8. A major difficulty of CDT is the in- 


| | 101 
; 
: 
4a 
| 


102 


CARBON DIOXIDE OXYGEN INHALATION THERAPY 


[Aug. 


creasing severe anxiety that it induces, which 
causes many patients to discontinue treatment 
prematurely. 

g. The mode of action of CDT is un- 
known. There is no scientific evidence that 
CO, is a specific agent in the treatment of 
nonpsychotic mental disorders, since many 
other anaesthetic agents exert similar effects. 

10. Suggestions for further research are 
made, with particular emphasis on the need 
for adequate controls, prolonged follow-up 
studies, and physiological and biochemical 
analyses of the effects of CDT on man and 
experimental animals. 
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THE DEVELOPMENT OF CLIENT-CENTERED THERAPY IN THE 
WRITINGS OF CARL ROGERS + 


DELL LEBO, M.A., FLa. 


The publication of Counseling and Psy- 
chotherapy(3) did not mark the arrival of an 
entirely new type of therapeutic relationship. 
The book was one step in a series of method- 
ological considerations in the thinking of 
Carl Rogers, the founder of the client-cen- 
tered or Rogerian school of therapy. Every 
step in the series of his writing influenced the 
next. His progressive methodological change 
from directive to nondirective therapy was a 
gradual but consistent process. The change 
from a test-centered, advice-giving therapy to 
a test-free, client-centered therapy has never 
been clarified. However, Rogers(5) has indi- 
cated the source material that best suggests 
the careful formulation of client-centered 
therapy. 

The first landmark is Clinical Treatment 
of the Problem Child(2) appearing in 1939. 
In this book Rogers followed the diagnostic 
and directive trend firmly entrenched in the 
1920’s. He favored personality testing, which 
gave measurement to the facts collected about 
the patient. Without such objectivity, he 
implied, there would exist only “more or less 
vague opinions” (2, p. 24). He further stated 
that tests served the purpose of correcting 
the warping of the clinician’s judgment by 
his own experience. The therapist was to be 
guided more by objective test findings than 
by his experience-tempered judgment. 

He substantiated his faith in testing by 
saying that tests were likely to uncover un- 
suspected areas of maladjustment. Tests 
were capable of indicating important diag- 
nostic factors the clinician had missed. 

Another example of Roger’s diagnostic 
thinking was found in his own Component- 
Factor Method. This was a type of case his- 
tory rating scale that stressed such causative 
factors as home environment, intelligence, 
and physical health. No importance was as- 
cribed to behavior symptoms. Rogers justi- 


1From the Department of Psychology, Florida 
State University, and Human Relations Institute, 
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fied this extreme viewpoint by saying(2, 
pp. 56-57) : 

The writer’s experience leads him to place full 
weight on the elements which go to make up con- 
duct patterns, since in these elements, if they can be 
so readjusted that normal reactions are possible be- 
tween the given individual and his environment, lie 
the clues to successful treatment. 

Not only was his thinking diagnostic at 
this time, it was also directive. He advocated 
change of the environment, e.g., foster home 
or institutional placement for children, as 
“the only sound foundation for all.... 
sorts of treatment .... ”(2, p. 175). 

When change of the environment was im- 
possible he advised modification of the en- 
vironment. He discussed 3 methods of ac- 
complishing such a modification. Of them, 
direct education or information giving was 
the method of choice “wherever there exist 
blind spots of ignorance . . . . ”(2, p. 189). 

Another method was that of interpretive 
treatment. The directive goal of such a 
method was that the patient be brought to 
see himself in a new light. Insight, however, 
“should not be undertaken unless a careful 
diagnosis has made the patterns of behavior 
clear . . . .”(2, p. 332). It is important that 
the inclusion of the insightful experience 
under the heading of interpretive treatment 
be noted at this time. Its inclusion here ex- 
plains much of the “direction” that nondirec- 
tive therapy took until 1951. 

The last method was that of relationship 
therapy. In his discussion of relationship 
therapy, Rogers approached the present-day 
concept of client-centered therapy. He care- 
fully warned that this method was useful 
only with those who had a desire to be helped. 
This feeling pervaded nondirective therapy 
for many years. 

The effect of the relationship was charac- 
terized by the terms “clarification of feelings” 
and “acceptance of self.” To bring about 
such a state of affairs(2, pp. 197-198) : 


The worker endeavors to provide an atmosphere 
in which the [patient] can come freely to experi- 
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ence and realize his own attitudes. The worker 
creates this atmosphere by acceptance . . . . failure 
to criticize, by . . . . refusal to issue , . . . any rec- 
ommendations, and by . . refusal to answer ques- 


The premature but strong overtones of 
nondirective therapy are impressive. Rogers 
soon recalls the sharp, directive reality of the 
book by sounding the dominant note (2, p. 60, 
italics mine) : 

It should be quite evident that .... whatever 
method is used will need to be based on a thorough 
investigation of all the facts, and the best insight 
and understanding which the clinician can bring to 
the situation. 


The use of diagnostic facts and knowledge 
of the clinician are the theme of this work 
and however much the lighter, predictive 
notes are sounded, they are almost lost against 
the major theme of “facts and the clinician” 
(2, p. 347). 

He went on to decry the overtones listened 
for so intently, by saying, “Relationship ther- 
apy is not used with any large proportion of 

. cases, nor ts it ever likely to be’ (2, 
pp. 347-348, italics mine). 

In The Clinical Psychologist’s Approach 
to Personality Problems(1) Rogers still 
voiced a great need for tests.? The reasons 
given appear to be significantly altered. He 
now wrote(I, pp. 235-236) that tests were: 

Useful in corroborating subjective judgments, in 


indicating new avenues for study of the individual, 
and in suggesting modes of treatment. 


Tests were now earmarked as an aid to the 
therapist’s judgment. They had lost their 
former role of dictatorially formulating an 
objectified, “factual” diagnosis. 

Full weight was no longer placed on the 
case history. The case history was to be used 
only as a means of checking the diagnostic 
hypothesis. 

While Rogers’ thinking was still strongly 
diagnostic it was far less strongly directive. 
Many subtle changes had crept into his think- 
ing. He no longer forcefully advocated com- 
plete change of the environment for children. 


* Although this article was published 2 years be- 
fore the Clinical Treatment of the Problem Child 
(2), Rogers(5) has placed it after the book in the 
developmental sequence of his thinking. Perhaps it 
was placed here because the thesis and body of the 
book were conceived some time before it appeared 
in print. 


He modified his statement to the extent of 
saying that such change was not inferior to 
psychotherapeutic methods. 

Less subtle changes were found in his 
methods of modifying the environment. Di- 
rect education was no longer the treatment 
of choice. He now recognized the serious 
limitations of educational methods. Informa- 
tion giving now seemed to be almost fully 
relegated to the imparting of sex knowledge. 
The educational approach was further slanted 
in a nondirective direction by using it to show 
the client his assets and liabilities and allow- 
ing him to utilize this information. Decision 
making seems to have been removed from 
the province of the educational treatment. 

The concept of interpretive treatment also 
changed drastically. Interpretation had be- 
come self-interpretation. Insight was, inter- 
estingly enough, still included under this 
heading. The tendency for nondirective 
therapists to indicate subtly to the client what 
was expected of him gained part of its mo- 
mentum, perhaps, from the continued inclu- 
sion of the insight experience in this category 
and from Rogers’ statement that the indi- 
vidual was “helped in subtle fashion to see 
and feel for himself, this insight being based 
on his actions and feelings and thoughts as he 
himself described them’(1, p. 240, italics 
mine). 

This “helping in a subtle fashion,” while 
completely dropped from the program of 
the nondirective procedure(3), nonetheless 
seemed firmly entrenched in actual nondirec- 
tive work (see for example the cases in 
Snyder et al.(6)). Insight and interpreta- 
tion have, thus far, been bound together in 
Rogers’ formulation. 

In relationship therapy the approach to the 
present-day concept of client-centered ther- 
apy was obtrusive. Rogers described it(1, p. 
241) as: 

A relationship between worker and client in 
which, while there is deep personal understanding, 
the worker makes no attempt to force conclusions 
or actions upon the client but rather gives him the 
fullest opportunity to express feelings usually in- 
hibited, to see and accept himself with all his limita- 
tions..... It is in this relationship with a non-criti- 
cal, accepting worker that the client achieves an 


emotional growth that has not been possible for him 
as he defends himself in other situations. 


Relationship therapy was now character- 
ized by the terms “growth and self-determi- 
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nation.” These terms are part of the kernel 
of client-centered therapy of today. Rogers 
went on to say that relationship therapy had 
brought psychologists to the realistic view 
that the individual in trouble was the one best 
able to determine how far toward normality 
he could comfortably go. There was much re- 
spect for the deepest integrity of the individ- 
ual in the concept of self-determination. 

Perhaps the greatest change to be found in 
Rogers’ thinking was his shift from the be- 
lief that differences in therapeutic results 
were due to different schools of therapy(2) 
to the conviction, ““We can no longer pretend 
that there is any fundamental difference in 
aim and methodology .. . .”(5, p. 234). All 
workers who deal with the problems of peo- 
ple were now seen as one professional group, 
offering no panacea but using selectively 
“treatment methods ranging from the sim- 
plest environmental changes ....to the 
most subtle means of aiding the individual to 
achieve insight and function independently” 
(1, pp. 242-243). 

Even with such an eclectic approach 
Rogers now felt the essential treatment goal 
was(I, p. 237): 

.... to change individual attitudes—to reduce 
exaggerated fears, to help the individual take re- 
sponsibility for himself, to find solutions or compro- 
= when incompatible desires create mental con- 

1ct. 

These suggestions of changing attitudes, 
helping individuals to face situations and to 
find solutions helped establish the tendency 
of client-centered therapy up to 1951. 

Although nondirective therapy was still a 
composite of insight and relationship therapy 
in Rogers’ formulations, he no longer felt 
that these types of therapy had little useful- 
ness. Previously, in regard to altering atti- 
tudes, he had felt that “with our present 
knowledge success is possible only in a mod- 
erate proportion of cases’(2, p. 184). He 
was now able to write the following about 
relationship therapy(1, p. 241) : 

If it produces results, and I think most of us 


would agree it does, it will someday be possible .... 
to measure them. .... 


More and more Rogers was coming to rec- 
ognize the values of insight, growth, and self- 
direction. 

With the strong nondirective elements ap- 
pearing in Rogers’ concept of intuitive and 


relationship therapies, it is not surprising to 
find that the next work to be considered is 
Counseling and Psychotherapy(3). In this 
book Rogers proposed to set forth some 
hypothetical formulations on counseling that 
were based on his experience. As may well 
be supposed these formulations were nondi- 
rective. They were based on the idea that all 
counseling techniques should aim at develop- 
ing a free and permissive relationshhip, an 
understanding of the self in the counseling 
and other situations, and a tendency toward 
positive, self-initiated actions. 

Personality testing had almost lost even its 
advisory role in the new attitude toward ther- 
apy. If the psychologist began his work with 
tests, their use carried with it the implication 
that he would supply solutions to the client’s 
problems once the tests were scored and in- 
terpreted. However, Rogers did not go so 
far as to say that tests had no place in the 
counseling process. He felt they could be 
effectively used at the concluding phase of 
counseling if the client requested test data. 
Used in such a manner the test would have a 
therapeutic function for it would meet a felt 
need of the client rather than serve merely 
as a source of information for the counselor. 
There was a single exception to the thera- 
peutic use of tests. That was, tests could be 
used at the first meeting to determine wl.ether 


the individual was suitable for counseling, 


e.g., whether he had sufficient intelligence or 
maturity. 

The case history was likewise relegated to 
the opening phases of counseling and was 
used only to determine if the client was so 
weighted down by circumstance or inade- 
quacy that no reorganization of attitudes 
would enable him to meet life on a normal 
basis. It was felt that even if such a person 
could achieve insight he could not control 
the adverse elements of his life. Thus, non- 
directive counseling would have a minor role. 
Rogers was careful to state(3, pp. 81, 29): 

But the plain fact is that at times the gathering 
of a suitable case history definitely interferes with 
the treatment process. 


....This newer therapy places greater stress up- 
on the immediate situation than upon the individ- 
ual’s past. 


Diagnosis, then, was to be undertaken only 
with individuals handicapped in some funda- 
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mental way by their own lacks or by some 
destructive environmental quality. Even 
though it might interfere with the counseling 
process, it was advised in such circumstances. 
The diagnostic process was no longer put 
ahead of every other consideration. Rogers’ 
thinking kad become almost entirely nondi- 
rective. 

He appeared to remain directive in the 
area of environmental change. In those cases 
where he felt nondirective counseling would 
play a minor part “environmental treatment 
must be the primary approach”(3, p. 61). 
However, in general, he fully realized the 
limitations of environmental change by the 
very nature of its authoritarian aspects. 

Rogers’ methods of modifying the en- 
vironment were, in some cases, completely 
changed. He now not only recognized the 
serious limitations of the educational method 
but he also stated that this technique was on 
the decline. He had found that individuals 
with integrity rejected the information given 
them and the dependent persons who accepted 
the information were driven into a deeper de- 
pendency. Nondirective therapy was con- 
ceived as being free from the intellectual as- 
pects of information giving. 

The interpretive method likewise was no 
longer useful in Rogers’ eyes. Treatment was 
not to be considered as diagnosis in reverse. 
No matter how accurate the interpretation 
might be, it was ineffective if it was not ac- 
cepted by the client. Insight was at last re- 
moved from the interpretive category. In- 
sight was not to be given the client by the 
counselor. It was now conceived of as a type 
of learning with a deep emotional concomi- 
tant. The former interpretive-intellectual as- 
pect of insight was completely removed from 
this conception. 

The greatest change of all occurred in his 
treatment of relationship therapy. It was not 
treated separately as a method of modifying 
the environment. It had been merged com- 
pletely into the newer nondirective therapy. 

This newer approach differed from the old 
in that nondirective therapy had a “genuinely 
different goal” (3, p. 28). Its aim was not 
to solve one particular problem, but to assist 
the individual to grow, so that he could cope 
with the present problem and with the future 
problems in a more integrated fashion. 


In becoming nondirective Rogers had lost 
not only his diagnostic tendencies but also 
his eclectic approach as well. Nondirective 
workers dealing with the problems of people 
did not use selective treatment methods, as 
he had previously advised the professional 
group to do. Once again Rogers appeared 
convinced that there was a “fundamental dif- 
ference in aim and methodology,” for he said 


(3, p. 28) : 


. . . + while the sources are diverse, and the indi- 
viduals who have made significant contributions 
come from differing disciplines and backgrounds, 
there is discernible a sizable core of agreement, a 
body of similar practice growing out of common 
elements of viewpoint. 


Nondirective therapy had evolved its eclec- 
tic beginnings into a core of agreement. Non- 
directive therapy had become a school of 
therapy. 

In Significant Aspects of Client-Centered 
Therapy(4) Rogers presented a general 
summary of all that was new in the nondi- 
rective process. The hard core of nondirec- 
tive therapy had become so solidified from 
1942 to 1946 that he could remark(4, p. 


415): 


.... eclectic viewpoints have perhaps not been so 
fruitful in therapy and.... little from these 
sources has been retained in the nondirective ap- 
proach. 


The client-centered viewpoint was said to 
differ from the older therapeutic programs 
chiefly in 3 ways. The first was the ability 
of the client-centered process to predict the 
therapeutic process. Secondly, client-centered 
therapy had discovered the integrity of the 
individual in his capacity for growth(4, p. 
418): 

.... in most if not all individuals there exist 
growth forces, tendencies toward self-actualization, 
which may act as the sole motivation for therapy. 
.... The individual has the capacity and the 
strength to devise, quite unguided, the steps which 
will lead him to a more mature and more comfort- 
able relationship to his reality. It is the gradual and 
increasirig recognition of these capacities within the 
individual by the client-centered therapist that rates, 
I believe, the term discovery. 


Lastly, the relationship between the ther- 
apist and the client was felt to be a new one. 
For, if the client felt he was communicating 
his present attitudes, whether superficial, con- 
fused, or conflicted, and if he thought his 
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communication was understood rather than 
evaluated, then he was freed to communicate 
more deeply. 

Rogers had come to realize the subtle di- 
rectiveness that had impregnated nondirec- 
tive practice, as a result of his previous think- 
ing, even though it had been excised from his 
1942 book. He wrote(4, pp. 420-421) : 

As I look back on some of our earlier published 
cases—the case of Herbert Bryan in my own book 
[3]... . I realize that we have gradually dropped 
the vestiges of subtle directiveness which are all too 
evident in those cases. We have come to recognize 
that if we can provide understanding of the way the 
client seems to himself at this moment, he can do 
the rest. 


However, he still listed elements, ¢.g., re- 
sponsibility, drive to become mature, that he 
felt should be present in the client before cli- 
ent-centered therapy could release the growth 
forces. In saying a suitable client should be 
responsible for himself Rogers was appar- 
ently thinking of those negative cases with 
crushing environmental circumstances where 
insight would be meaningless. 

Beyond desiring certain qualities in the cli- 
ent Rogers was now, apparently, fully non- 
directive. Diagnosis, earlier the most impor- 
tant factor to him, now had little meaning. 
Further, he now believed that training in 
therapy shculd precede, diagnostic training. 
He went so far as to say, “Diagnostic knowl- 
edge and skill is not necessary for good 
therapy” (5, p. 421). 

With the publication of Client-Centered 
Therapy(5) Rogers crystallized the progress 
made in the hitherto fluid and changing char- 
acter of his thinking. 

He continued to write against “a super- 
ficial eclecticism which does not increase ob- 
jectivity, and which leads nowhere’’(5, p. 
8). Further, he now admitted that client- 
centered therapy could be defined as a “school 
of thought.” 

In 1946 he had stressed the “new” rela- 
tionship between the client and the counselor 
that led to deep communication. This, he had 
said, was one of the 3 outstanding features 
of client-centered therapy. He now wrote 


(5, p. 15): 


Several years ago the theory of therapy seemed 
best phrased in terms of the development of ver- 
balized insight. This type of formulation seems to us 
today to fall far short of explaining all the phenom- 


ena of therapy, and hence occupies a relatively 
small place in our current thinking. 


The client was given far more importance 
than ever before(5, p. 65) : 


As our experience has moved us forward, it has 
become increasingly evident that the probability of 
therapeutic movement in a particular case depends 
primarily not upon the counselor’s personality, nor 
upon his techniques, nor even upon his attitudes, but 
upon the way all these are experienced by the client 
in the relationship. 


He also remarked that the more deeply the 
treatment relied on the strength of the client 
the more deeply was the client’s strength dis- 


covered(5, pp. 48-49) : 


To me it appears that only as the therapist is 
completely willing that any outcome, any direction, 
may be chosen—only then does he realize the vital 
strength of the capacity and potentiality of the in- 
dividual for constructive action. It is as he is will- 
ing for death to be the choice, that life is chosen; 
for neuroticism to be the choice, that a healthy 
normality is chosen. The more completely he acts 
upon his central hypothesis the more convincing is 
the evidence that the hypothesis is correct. 


As might be imagined, diagnosis was fur- 

ther minimized as a basis for therapy. In- 
dividuals who would have been previously 
diagnosed as psychotic, and so been rejected 
as unsuitable, were now given client-centered 
therapy. The previously listed elements that 
were felt to be necessary possession of peo- 
ple suitable for nondirective therapy were 
given up. In the light of an increasingly ac- 
cumulating experience, Rogers said(5, p. 
229): 
. ++.» Our experience does not lead us to say that 
client-centered therapy is applicable to certain 
groups and not to others. It is felt that there is no 
advantage to be gained by trying to set dogmatic 
limits to the use of such therapy. If there are cer- 
tain types of individuals who do not respond, or for 
whom client-centered therapy is contra-indicated, 
then accumulating experience and additional re- 
search will indicate what these groups are. 


With an increasing responsibility placed 
on the client, the degree of personality re- 
organization became greater(5, p. 10) : 


Thus, where ten years ago a nondirective counse- 
lor found that his cases tended to average five or 
six interviews each, and rarely to run longer than 
fifteen, this same counselor finds that his cases now 
average fifteen or twenty interviews and that fifty or 
one hundred interviews are not unusual. 
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The boundary of the present practice of 
nondirective therapy was extended almost in- 
definitely. 

Rogers’ progressive thinking along nondi- 
rective lines completed its pendulum swing 
with the publication of his latest book(5). 
He was now completely client-centered in his 
thinking. Not only was diagnosis eliminated 
and all direction removed but also the coun- 
selor’s personality, techniques, and attitude 
were believed to be of little importance. The 
client had come entirely into his own. 


BIBLIOGRAPHY 


1. Rogers, C. R. The clinical psychologist’s ap- 
proach to personality problems. Family, 18: 233, 
1937. 

2. Rogers, C. R. Clinical Treatment of the Prob- 
lem Child. New York: Houghton Mifflin, 1939. 

3. Rogers, C. R. Counseling and Psychotherapy. 
New York: Houghton Mifflin, 1942. 

4. Rogers, C. R. Significant aspects of client- 
centered therapy. Am. Psychol., 1: 415, 1946. 

5. Rogers, C. R. Client-Centered Therapy. New 
York: Houghton Mifflin, 1951. 

6. Snyder, W. U., et al. Casebook of Non-Direc- 
tive Counseling. Boston: Houghton Mifflin, 1947. 


ad 
H 
On 
he, 


SOME OBSERVATIONS ON THE ROLE OF AN ARMY PSYCHIATRIST 
SAUL L. BROWN, M.D., Los ANcgLzs, Cauir. 


These observations are presented as the 
writer completes a 2-year tour of duty with 
the Army. Although they are largely subjec- 
tive, it is felt that they may serve some pur- 
pose beyond a mere ventilation and public 
revelation of the writer’s apperceptive distor- 
tions. This feeling arises from several con- 
siderations. First, his situation is representa- 
tive of a sizable group of recently trained 
psychiatrists who are serving or who will 
soon serve for limited periods in the military 
forces. Second, the writer has, while in the 
Army, fulfilled various functions ina Neuro- 
psychiatric Treatment Center of about aver- 
age size and located in a usual-type army 
camp in the United States. He believes his 
experiences to have been fairly typical. Fi- 
nally, because he ends his tour of duty in the 
Active Reserve with the feeling that he has 
learned something, he may be able to make a 
positive contribution. 


THE PSYCHIATRIST IN AN AUTHORITARIAN 
SETTING 


For most Americans, the military service 
implies a way of life and system of values 
that, since the mass mobilization of World: 
War II, is not foreign to their experience but 
is contrary to what they consciously consider 
to be desirable(4). The military service is, 
of necessity, an “authoritarian” institution, 
and its members are generally “authority- 
oriented.” The average American is notori- 
ously rendered uneasy by what he senses to 
be too much authority in the hands of any 
individual or any group; the military service 
itself is not without inner conflict on this 
very issue; the psychiatrist as an American 
and initially a civilian inevitably carries with- 
in him something of all this and even more. 
The American psychiatrist is, hopefully, be- 
cause of his earliest personal inclinations and 
through his later training, least at ease in an 
authoritarian environment and in an authori- 
tarian role(10). And yet, as a military medi- 
cal officer of some importance in the military 
cultural framework, he becomes a standard- 
bearer for the values of that culture whether 
he wills it or not, and whether he is aware of 
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it or not. The more he is able to hold in 
awareness what this culture’s values are and 
how its members are obliged or inclined to 
operate, as well as what his own role is and 
what his own ambivalence about his role may 
be, the more accurately is he able to estimate 
the expectations that others in his new cul- 
tural framework have of him. Simultane- 
ously, the less is he likely to project onto his 
fellows in the military service attitudes that 
are not really present or are not operating to 
a significant degree. 

The Army, no less than our society in gen- 
eral, is in a chronic struggle with its ambiva- 
lent attitudes about the question of authori- 
tarianism(1I, 3, 4, 8). This is reflected in 
many ways. On the one hand, there are such 
varied phenomena as the similarity of the of- 
ficer’s and the enlisted man’s uniform, the 
more lenient philosophy behind the recently 
published Punitive Articles(6), the emphasis 
placed in the military officer’s training upon 
good leadership, which, in turn, is equated 
with “understanding one’s men,” the increas- 
ing tendency to make allowances for indi- 
vidual variations and “weaknesses,” the em- 
phasis upon personnel policies in which men 
are assigned to duties commensurate with 
their aptitudes ; on the other hand, there are 
heard nostalgic laments from the older career 
men who like to tell how discipline was main- 
tained in the old days and of the methods 
they used for “straightening-out the odd 
balls,” or the frequent irritable expressions 
of frustration relating to difficulties in exact- 
ing discipline “in this new Army.” 

The newly commissioned psychiatrist early 
notes that army officers are in definite con- 
flict within themselves over this entire issue. 
He soon ceases to be surprised by the spo- 
radic emergence of distinctly punitive or 
autocratic attitudes or actions in an officer 
who is otherwise verbally committed to the 
more advanced conceptions of democratic 
administrative techniques. Medical officers of 
lower rank are often dismayed by the reali- 
zation that their opinions on administrative 
actions affecting them or their patients (this 
is less often true of professional actions) are 
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frequently not solicited prior to the formu- 
lation of a policy. Communication tends to 
be limited to a system of directives that move 
in one direction, i.e., downward, and the psy- 
chiatrist may find himself initially misunder- 
stood by those above and below him (chiefs 
of service, nurses, ward-men) if he attempts 
to operate on a different basis. Withal, in the 
Army, as elsewhere in American life, the psy- 
chiatrist is impressed with the need each 
American has to conceive of himself as basi- 
cally democratic, even when his prevailing 
mode of behavior is at times quite the oppo- 
site. 


THE PSYCHIATRIST AND DISCIPLINE 


Perhaps without actively soliciting it, the 
psychiatrist has emerged in the Army with 
much power in the areas of discipline and 
punishment. His word is often the deter- 
mining one in deciding whether an individual 
should be court-martialed for failure to com- 
ply with discipline, whether a change of as- 
signment or some other measure should be 
substituted for punishment in a given in- 
stance, whether an individual’s emotional 
problems are of sufficient significance to 
serve as mitigating factors in certain crimi- 
nal actions, and, especially, in deciding 
whether particular individuals can ever make 
good soldiers. A first sergeant or a company 
commander can no longer feel absolute confi- 
dence in his own judgment when it comes to 
deciding if a man is “lying” or “malinger- 
ing” or “faking.” Whether he likes it or 
not, he is frequently bound by regulations or 
by self-protective needs to consult a psychi- 
atrist for the answer, and he cannot readily 
reject the psychiatrist’s conclusion. Typical 
of an authoritarian environment, the expert’s 
or the authority's viewpoint cannot easily be 
ignored. 

It is at this point that the army psychi- 
atrist must come to grips with his own feel- 
ings about discipline and punishment, and 
with his own preconceptions of what is ex- 
pected of him. He may sense that the more 
discipline-minded officers conceive of him as 
a sort of chaplain with a fancy vocabulary. 
That is, they conceive of him as the advo- 
cate of permissiveness. Because the disci- 
pline-minded officer tends to be more out- 
spoken than his milder colleagues, the psy- 


chiatrist is in danger of overestimating and 
overgeneralizing the prevalence of such a 
conception of him and of the resentment to- 
ward him. If he becomes insecure—and he 
is bound to if he is not at ease with and 
aware of his own ambivalence about authori- 
tarian procedure—he may react in an exag- 
gerated fashion. Ironically enough, some psy- 
chiatrists are drawn to the easy emotional 
security available to them in the Service if 
they play the role of the authority before au- 
thority-oriented individuals. They may be- 
come dependent upon this audience for their 
continued security and so, even though com- 
mitted by their psychiatric training to a non- 
coercive mode of professional behavior, be- 
come apologists for punitive attitudes ration- 
alized as “military necessity.” 

Some psychiatrists prefer not to recognize 
that there is a problem, and go along with 
what they sense is wanted of them at the 
moment. 

Others may be prone to adopt an almost 
doctrinaire role of nonconcern with such 
mundane matters as disciplinary infractions 
and antisocial behavior. Like certain “all- 
giving” parents who are unable to realize that 
too much permissiveness may be a means of 
withdrawing from the child and of withdraw- 
ing the child from reality, such psychiatrists 
fail to meet their army role realistically. This 
often forces the military officer who must 
deal with disciplinary problems into respond- 
ing to the psychiatrist as an apostle of im- 
practical leniency. In his own defense, the 
military officer’s authoritarian tendencies are 
then mobilized. The psychiatrist feels this as 
resentment, and the vicious cycle begins. 

An alternative possibility remains. The 
psychiatrist can attempt to understand what 
the nature and extent of his power is in the 
area of discipline, and what distorted concep- 
tions of his viewpoint may exist in the minds 
of other officers. He can reject in a reason- 
able manner those distortions, as well as the 
tendency to an overweighted reliance upon 
his conclusions or recommendations. Once 
free of these limiting factors, he is in a posi- 
tion to deepen his understanding of what the 
reasonable requirements in the realm of dis- 
cipline and punishment may be, in a military 
organization containing commissioned and 
noncommissioned officers who are in vary- 
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ing degrees of discomfort with the nettling 
problems falling to them as men of authority 
in an authoritarian environment. In a prac- 
tical sense, and in the long run, the psychi- 
atrist may be able to aid the military officer 
in clarifying for himself the differences be- 
tween an authoritative role with his men, and 
an authoritarian one. 


THE PSYCHIATRIST AS A PSYCHOTHERAPIST 


Turning to the more specific realm of army 
psychiatrist as therapist, new problems pre- 
sent themselves to the young reserve psychi- 
atric officer. On the open psychiatric wards 
he finds himself in a situation that is probably 
new for him. The Army must hospitalize 
many of its more severe neurotic problems 
and character disorders, rather than handle 
them on an outpatient basis. The intense de- 
pendency needs of the former and the act- 
ing-out tendencies of various of the latter 
become sharply mobilized in the hospital set- 
ting. Here the soldier-patient is presented, 
among other things, with an individual, the 
psychiatrist, who is all things to him: per- 
missive (certainly more than the line officers 
have been) ; coercive (patients are still sol- 
diers and subject to discipline) ; understand- 
ing (“he listens to my story”) ; giving (medi- 
cations, privileges, passes) ; rejecting (“he 
has barely talked to me since I told him about 
my probiems”) ; withholding (medications, 
privileges, passes). He is an officer (“they’re 
all alike”). He has unlimited power and in- 
fluence (“he can put me on a locked ward, 
give me shock treatment, get me out of the 
Army, get me a different assignment”). He 
pays slight attention to physical symptoms 
and refers organically ill patients to other 
doctors (“he’s not a real doctor”). But par- 
ticularly, the psychiatrist holds the keys to 
freedom. Seemingly on his say-so alone, a 
man can be discharged from the Service and 
even with a pension! 

The new army psychiatrist, if he is sensi- 
tive, readily becomes overwhelmed. Can he 
practice any kind of organized dynamic psy- 
chotherapy in such a confused situation? 
How can he begin to comprehend the appar- 
ently unlimited number of realistic and un- 
realistic and often contradictory factors op- 
erating between himself and each patient at 

any one moment? Is he only a ward-keeper 


for a group of men who see him as a step- 
pingstone for immediate personal gain or 
who see him merely as a source of frustra- 
tion? Is he simply committed to 2 years of 
writing case summaries on men who are in- 
competent or unmotivated for duty and who 
are in an environment that affords them limit- 
less opportunities for projecting their diffi- 
culties outside of themselves and for avoiding 
productive introspection? The psychiatrist 
finds himself pondering the fact that he is in 
a setting that implicitly, and often explicitly, 
equates emotional disability with moral un- 
fitness or “weakness,” and this directly con- 
tradicts the very basis of his professional 
existence. He is placed in the position of 
identifying (“diagnosing”) the “misfit” and 
the “weak,” and of rejecting these individ- 
uals from the Army. For the majority of 
these patients, to get well is to go back to the 
rigors of military duty. So the psychiatrist 
meets with an absence, in the majority of his 
patients, of the primary tool of the psycho- 
therapist: motivation for improving. He is 
in danger of feeling himself restricted to the 
role of an administrator ; he may come to re- 
sent his ward patients and find himself sub- 
ject to feelings of futility. 

Are there brighter aspects to the picture? 
There are. There are those few hospitalized 
individuals with neurotic problems who do 
wish to get better. There are psychotic pa- 
tients, and their treatment presents the same 
challenges and problems that exist in civil- 
ian hospitals. There are mental hygiene clin- 
ics whose purpose is to provide outpatient 
care for men who are able to remain on duty 
while under treatment. In this type of fa- 
cility, however, the psychiatrist must again 
comprehend the limitations of the environ- 
ment in which he is functioning(2, 8). He 
must be aware of attitudes and expectations 
soldier-patients have in relation to the officer- 
psychiatrist. He must accept the fact that 
much of his therapy will involve “environ- 
mental manipulation,” something which to 
most dynamically oriented psychiatrists im- 
plies a degree of activity equivalent to coer- 
cion. If he has not worked out for himself the 
realities of the authoritarian social matrix he 
is a part of, he may become immobilized in 
this activity. He must learn to deal with the 

resistances, prejudices, and suspiciousness of 
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many of the line officers in order to obtain 
their cooperation. 


POSSIBILITIES FOR PROFESSIONAL GROWTH 


During his period of active military duty, 
the reserve psychiatrist may be in a position 
to accomplish something more than the direct 
treatment and disposition of psychiatric dis- 
orders. If he has sufficient freedom from 
anxiety in his military environment to be- 
come a participant observer in it, there is a 
variety of problems with which he can con- 
cern himself. He may be able to contribute 
to the growing body of knowledge relating to 
one of the more pressing issues of our time: 
the effects upon the individual of an authori- 
tarian social structure. He may focus on the 
question of the degree to which a military 
force must be authoritarian in order to re- 
main effective, and the degree to which it 
can tolerate a more free system of communi- 
cation between its members of superior and 
inferior rank. He may broaden his own and 
others’ comprehension of the values and limi- 
tations of punishment, rigorous discipline, 
and purposively inculcated reactive aggres- 
sion in the combat soldier. He may have an 
opportunity to view the whole question of 
aggression from a different vantage point 
than that available to him in civilian practice, 
viz., the channels available to an individual in 
a restrictive environment for releas’ng rage, 
the question of delayed rage-release, and the 
question of disintegration of behavior when 
rage cannot be effectually released because of 
external prohibition. He may have the oppor- 
tunity to make some observations on the ef- 
fects of an essentially all-male environment 
on certain males. He may find some profit in 
understanding to what extent the military 
service is made up of the predominantly pas- 
sive-dependent individual (“peacetime sol- 
dier”’) and of the predominantly sadomaso- 
chistic character type. He might find himself 
in position to view the effects on family life 
and on children of various of the above-noted 
phenomena. 


CoNCLUSION 


In using the term “authoritarian” through- 
out this article, the writer may seem to have 
been critical in the negative sense. Perhaps 


to the extent that our society is truly a demo- 
cratic one, the term must inevitably carry 
with it an unpleasant connotation. In relat- 
ing it to the military service, however, the 
writer has attempted to use the term descrip- 
tively. Since it seems that we must have an 
authoritarian institution in our society in the 
form of a military force, and since psychi- 
atrists must perform a function in that insti- 
tution, it appears essential to the writer that 
they understand as much as possible of it, of 
their own actual and potential role therein, 
and of its effects on themselves and upon its 
other members. This conviction arises not 
only from personal experience in the Serv- 
ice, but from the observations of various 
leaders in the field of psychiatry who have 
repeatedly demonstrated the great impor- 
tance for the psychiatrist of understanding 
the social environment of which he and his 
patients are a part(1, 3, 5, 7,9). In identify- 
ing the frustrations that the young reserve 
psychiatrist may face, the writer has again 
attempted to be descriptive and not simply 
negatively critical. He has proceeded on the 
assumption that the psychiatrist, like his pa- 
tient, must face psychological reality within 
and outside of himself, if he is to be effective. 


SUMMARY 


The writer has attempted to spotlight some 
of the problems facing the recently trained 
psychiatrist who may be serving a period of 
active duty in the military forces. He has 
noted such problems as the authoritarian 
structure of the military service, the ambiv- 
alence that may arise within the psychiatrist 
in having to fulfill a significant role in such 
an environment, the need for the psychiatrist 
to comprehend the cultural framework in 
which he is operating, and the problem of 
limited communication in the authoritarian 
culture. He has also taken note of certain of 
the sources of frustration presenting them- 
selves to the psychiatrist in the Army, as well 
as some of the areas for personal growth and 
further study. 
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THE FACTOR OF HYPOXEMIA IN ELECTROSHOCK THERAPY * 
G. HOLMBERG, M.D., StockHoLm, SwepEN 


In order to investigate changes in blood 
gases during an epileptic attack a number of 
workers have drawn arterial blood before, 
during, and after shock treatment and ana- 
lysed the samples for oxygen and carbon 
dioxide. Loman e¢ al.(1) found only an in- 
significant lowering of the oxygen saturation. 
Himwich and Fazekas(2) reported extreme 
lowering of the arterial oxygen saturation in 
both metrazol and electroshock treatments. 
The severest hypoxemia occurred when ery- 
throidine was given for muscle relaxation. 
The most convincing results regarding hypo- 
xemia, hypercapnia, and the respiratory pat- 
tern in electroshock therapy are those shown 
by Altschule e¢ al.(3). 

Silfverskidld(4) early pointed out the risk 
of anoxic cerebral damage in shock treatment 
and recommended the administration of oxy- 
gen before and after the convulsion. Holo- 
vachka(5) gave oxygen only after the seizure 
and thereby thought it possible to reduce the 
disagreeable aftereffects of electroshock. 

The present investigation was undertaken 
to study the effects of oxygen administration 
before and after electroshock, particularly 
bearing in mind the practical usefulness of 
oxygen as a prophylactic. 


TECHNIQUE 


The relative oxygen saturation of arterial 
blood was determined with a photoelectric 
oximeter of the Millikan(6) type, con- 
structed in Sweden and checked by Lindgren 
(7). No blood is drawn and the procedure 
causes the patient no discomfort whatsoever. 
Before the shock was given the instrument 
was calibrated to 96% saturation, since all 
the patients examined were considered stable 
from a cardiorespiratory standpoint. Read- 
ings were taken every 15 seconds until the 
oxygen level after the convulsion had re- 
turned to at least 90% saturation. A special 
note was made of the lowest level reached. 

The hypoxemia curves obtained were ana- 
lysed by calculating the total area between the 
curve and the 90% level. This area was ex- 


1Fom the Psychiatric Clinic (Chief: Professor 
T. Sjogren), Karolinska sjukhuset, Stockholm, 
Sweden. 


pressed as a product of the duration in min- 
utes and the oxygen content in percent, and 
designated “min. x %.” The total area gives 
a more accurate indication of the degree of 
hypoxia than solely the lowest oxygen level 
expressed in percent. 


MATERIAL 


Determinations were made during a series 
of 141 electroshocks administered to 61 pa- 
tients between the ages of 20 and 56 years. 
None of the patients was considered a “bad 
risk” and none showed any alarming reaction 
to the shock treatment. The diagnosis was 
in most cases depression. 

In each of 19 patients it was possible to 
make 2 to 4 determinations, namely, without 
the pretreatment administration of oxygen 
as well as with oxygen administration for 
periods of 4 and/or I minute, as well as 4 
minutes, immediately before the shock. When 
oxygen was given before the shock it was 
also given immediately afterwards. In this 
group were included only those cases in which 
the first shock produced a convulsion within 
I to 4 seconds, 

Special note was made of 25 patients in 
whom a convulsion could be evoked first’after 
2 to 4 shocks given at approximately I- min- 
ute intervals (‘double” shocks). 

In 5 patients a comparison was made be- 
tween the effects of pure oxygen administra- 
tion and the administration of a 6 percent 
carbon dioxide in oxygen mixture. 

In 20 patients in whom muscle relaxants, 
such as Flaxedil and Celocurin (Succinyl- 
choline), were used with the electroshock, 
oximeter determinations were made during a 
total of 31 treatments. 


RESULTS 


The individual observations showed that 
severe hypoxemia could result even in un- 
complicated cases if oxygen was not used. 
Oxygen saturations below 50% have oc- 
curred. If respiration was not efficient im- 
mediately after the convulsion the oxygen 
saturation continued to fall fairly rapidly. 
Respiratory impairment was often encoun- 
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tered when the shock produced only a black- 
out, with resulting drop in oxygen saturation, 
and if in this condition a second shock was 
given producing a convulsion the hypoxemia 
could be extremely severe. In such cases res- 
piration was often inefficient afterwards, 
which prolonged the period of hypoxemia. If 
oxygen was given before each new shock the 
hypoxemia was considerably milder and the 
respiration was normal afterwards. Severe 
anoxia was never observed when oxygen was 
administered before the shock. 


the means of the curves obtained without and 
with preshock oxygen administration for pe- 
riods of 4 and 1 minute. As will be seen, 
hypoxia was rather severe if oxygen was not 
given before the electroshock. If oxygen was 
administered for I minute the hypoxemia 
was, on the other hand, extremely mild, while 
if it was administered for only 30 seconds 
intermediate results were obtained. 

The means of the results in the 25 subjects 
who required 2 to 4 consecutive shocks before 
a convulsion was produced are seen in Table 


TABLE 1 


Tue Errect oF OxyGEN ADMINISTRATION 


A. Convulsion obtained with a single shock (19 cases, 
60 determinations) 


Lowest level of oxygen saturation (%)..........66. 
Magnitude of hypoxia (see text)............eeee00- 


B. Convulsion obtained first after 2-4 shocks 
(25 determinations) 


Magnitude of hypoxia (see text)..........eeeeeeees 


Preshock administration of oxygen 


“Nil 4 min. I min. 4 min. 
57.1 73:8 79.6 73.3* 
40.6 45-3 46.6 44.4 * 
21.6 9.2 3.0 5.2* 
41.0 44.7 47:3 44.2 
43.8 19.2 16.6 10.8 


*The difference between the values obtained without oxygen administration and with oxygen for 4 min. is statisti- 


caily significant (P<o.o1). 


The means of the results obtained in the 
group of Ig patients in whom determinations 
were made both without and with preshock 
administration of oxygen for periods of 4, 1, 
and 4 minutes, respectively, are recorded in 
Table 1(A). The degree of hypoxemia as 
well as the area above the curve were percep- 
tibly reduced by oxygen administration for 
periods of 4 and 1 minute, while the hypo- 
xemia was again sligHtly increased after oxy- 
gen inhalation for 4 minutes. Figure 1 shows 
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Fic. 1.—Mean arterial oxygen saturation levels 
during electric shock following pretreatment admin- 
istration of oxygen for varying periods of time. The 
4 curves, reading from below up, represent: with- 
out oxygen; oxygen for 4 minute; oxygen for 1 
minute; oxygen and curarization. 


1(B). The hypoxemia was very much severer 
in these cases than in those in which a single 
shock was successful. The administration of 
oxygen definitely tended also in these cases to 
decrease the degree of hypoxia, which could 
not, however, be reduced to the same level as 
in the cases requiring only one shock. In Fig. 
2 a comparison is made between the effects of 


OXYGEN: Ye min. 1 min. Ymin. 


Fic. 2.—Schematic representation of the effect of 
preshock administration of oxygen for varying pe- 
riods of time on the magnitude of hypoxia, plani- 
metrically calculated from the hypoxia curves. 

Upper row (the same 19 cases as in Table 1 A): 
I to r, without oxygen administration; oxygen ad- 
ministration for 4, 1, and 4 minutes, respectively. 

Lower row (25 patients who required 2-4 shocks 
to produce a convulsion). Note severer degree of 
hypoxia in these cases. The effect of oxygen ad- 
ministration is similar. 
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“double” shocks and single shocks on the area 
above the curve. 

The duration of the convulsion, which was 
always determined with a stop-watch, was 
prolonged 5 to 6 seconds by the preshock ad- 
ministration of oxygen for periods of 4 and 
I minute, but was again somewhat shortened 
if oxygen was given for 4 minutes (see Table 
1 (A) ). Thus, the duration of the convulsion 
paralleled the oxygen saturation. Bearing in 
mind the influence which the carbon dioxide 
content of the blood can have on the duration 
of the convulsions, comparisons were made in 
a smaller group of 5 patients between the ef- 
fects of inhalation of pure oxygen and in- 
halation of a 6% carbon dioxide in oxygen 
mixture (see Table 2). From these tests it 


Discussion 


The results of the investigation show that 
electroshock treatment produces a rather se- 
vere but transitory arterial hypoxemia. The 
data are in good agreement with the results 
obtained by Altschule et al. with blood analy- 
sis. If the treatment was complicated by re- 
spiratory disturbances or more than one 
shock was required to produce a convulsion 
the hypoxemia was more severe and of longer 
duration. Arterial hypoxemia could for the 
most part be prevented by the pretreatment 
administration of oxygen for a period of 4 to 
I minute. After oxygen administration for 
one minute the hypoxemia was not more se- 
vere than that which can be produced by 


TABLE 2 


CoMPARISON BETWEEN THE ErFEcts OF Pure OxyGEN AND CARBON D10xipE-OxyYGEN MIXTURE 


5 cases—1s determinations 


Duration of convulsion 


Magnitude of hypoxia (see text) 


would appear that the convulsions following 
carbon dioxide-oxygen administration lasted 
a few seconds longer than those following 
pure oxygen administration, despite the fact 
that the hypoxemia was on the average some- 
what more severe. 

In the cases in which curarizing drugs were 
used, oxygen was as a rule insufflated im- 
mediately before and after the electric shock. 
With the aid of the oximeter it was then 
possible to see how throughout the treatment 
the oxygen saturation remained at practically 
100% in all cases in which curarization was 
effective. (See the upper curve in Fig. 1.) 
A few patients were given oxygen only with 
spontaneous inspiration for a short period 
before as well as after the shock treatment. 
Also in these cases was the fall in the oxy- 
gen saturation insignificant, and in no case 
below 90%. The duration of the convulsion 
was considerably prolonged. One seizure 
that was registered electroencephalographi- 
cally lasted no less than 2 minutes, 36 sec- 
onds. With total curarization and continuous 
insufflation of oxygen, the seizure was in one 
case prolonged to 5 min., 53 sec. 


Preshock treatment with 
6% in Oz 


min, 
42.2 
2.2 2.9 


I min. 


. 39.0 


voluntary breath-holding, a fact that was es- 
tablished by tests. A few breaths of oxygen 
were sufficient considerably to reduce the 
hypoxia, which fact warrants the technique 
introduced by Silfverskidld. 

The result of oxygen administration for a 
period of 4 minutes was not so favourable. 
An analysis of the patient material showed 
that it was chiefly elderly individuals and 
those of powerful build who did not benefit 
from the longer period. Moreover, in elderly 
patients oxygen administration for less than 
I minute had little effect, while 4 minute was, 
as a rule, sufficient for younger subjects. 
Thus it was found that in elderly subjects 
the oxygen administration had a slower action 
and a narrower therapeutic breadth than in 
younger subjects, particularly the thin ones. 

The oxygen uptake in the body admits of 
argument. As will be seen from Fig. 1, oxy- 
gen administration for a period of I minute 
resulted in an increase in the oxygen satura- 
tion of the blood from 96 to 100%, to which 
should be added the amount of oxygen dis- 
solved in the plasma. Probably the most im- 
portant factor is that the lungs are filled with 
pure oxygen before the shock. 
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A glance at the curves shows that no great 
benefit can be expected from oxygen adminis- 
tration solely after the attack, when the oxy- 
gen saturation in any case rises rather rap- 
idly. Of greatest importance at this stage 
would appear to be the effective restoration of 
respiration. There would seem to be no point 
in administering oxygen during the convul- 
sion, seeing the patient is then scarcely 
breathing (see refs. 3, 5). 

Cerebral oxidation is contingent upon sev- 
eral factors other than the arterial oxygen 
saturation, e.g., the minute volume of the 
heart, the pressure in the large vessels, the 
vasomotor reactions in the cerebral blood ves- 
sels, and the oxygen consumption of the cere- 
bral tissues during the convulsion. All these 
factors would seem to contribute toward the 
production of anoxia of the brain tissues. 

An additional discovery of the investiga- 
tion was that the preshock administration of 
oxygen caused a slight but statistically signifi- 
cant increase in the average duration of the 
convulsion, with an even greater increase 
when carbon dioxide was added to the oxy- 
gen. If the convulsion is prolonged it prob- 
ably also increases in violence, and thus the 
oxygen treatment possibly increases the risk 
of fractures. Therefore oxygen as a pro- 
phylactic should be given in the first place in 


cases in which the risk of anoxia is considered © 


to be greater than the risk of skeletal injuries. 

The severe degree of hypoxemia that oc- 
curs after “double” shocks constitutes a 
warning against keeping the strength of the 
current too low. The risk of anoxia and a 
number of undesirable vegetative reactions is 
probably greater than the risk of a slight 
average surpassing of the minimum current 
strength. The preshock administration of 
oxygen is of greatest importance when re- 
peated shocks are necessary. 

The administration of a mixture of carbon 
dioxide and oxygen did not give favourable 
results. The arterial hypoxia was not reduced 
to the same degree as when pure oxygen was 
given and, further, the convulsion lasted 
longer (and was presumably also more vio- 
lent). The carbon dioxide level of the blood 
is considerably raised during an electrocon- 
vulsion, and therefore further administration 


of carbon dioxide does not seem to be war- 


ranted. 
The absence of arterial anoxia when mus- 
cle-relaxing agents are used with electroshock 


is explained in part by the administration of 
oxygen before and after the treatment, and 
in part by the small amount of oxygen uti- 
lized by the paralysed muscles. The ex- 
tremely long duration of the convulsions ap- 
pears to be related to the enhanced oxygen 
supply to the brain. 


SUMMARY 


The arterial oxygen saturation in electro- 
shock therapy has been determined with the 
aid of a photoelectric oximeter. The follow- 
ing observations were made: 

1. Electroshock causes rather severe, but 
transitory, hypoxemia. 

2. Impaired respiration after the convul- 
sion can give rise to severe and rather pro- 
longed hypoxemia. 

3. If more than one shock is necessary to 
produce a convulsion the degree of hypo- 
xemia is considerably increased. 

4. The administration of pure oxygen for 
a period of 4 to 1 minute (1 minute in elderly 
individuals) immediately before as well as 
after the shock considerably reduces the de- 
gree of hypoxemia. 

5. The oxygen administration prolongs the 
convulsion. The intensity of the convulsion 
is probably also somewhat increased, thus 
possibly increasing the risk of skeletal in- 
juries. 

6. The addition of 6% carbon dioxide to 
the oxygen gas is a somewhat poorer pro- 
tection against hypoxia than pure oxygen. 
Carbon dioxide also appears to ircrease fur- 
ther the duration of the convulsions. 

7. When a muscle-relaxing' agent is used 
and oxygen insufflated, a maximum oxygen 
saturation of the arterial blood can be ob- 
tained throughout the treatment. The con- 
vulsion is thereby greatly prolonged. 
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THE OCCURRENCE OF METHEMOGLOBINEMIA DURING INSULIN 
COMA THERAPY? 
JOHN A. GRIMSHAW, M.D., Topeka, Kans. 


The occurrence of nitrite poisoning during 
the course of insulin coma treatment pre- 
sents a fortunately rare problem, but because 
of its interesting therapeutic and theoretical 
possibilities 5 cases are recorded here. 

These cases were induced by the accidental 
administration of sodium nitrite in place of 
potassium citrate, which it is our custom to 
add to the tube-feeding mixture of glucose 
solution given to terminate insulin coma. Our 
usual procedure in the insulin section is as 
follows: At 6:30 a. m. the patients are given 
their prescribed dose of regular insulin intra- 
muscularly. They are then brought to the 
treatment room, where they are under the 
supervision of a trained insulin team consist- 
ing of one physician, one trained nurse, and 
at least 4 specially trained psychiatric aides. 
The patients are usually in coma by 9: 00 or 
9: 30 a. m. and after approximately one hour 
coma is terminated by gastric lavage of 500 
to 1,000 cc of 10% glucose solution to which 
is added 2 gm of potassium citrate and forti- 
fied with aminovibex. The potassium citrate 
is added because we have seen several cases 
of hypokalemia as discovered by EKG find- 
ings and it is thought that the prophylactic 
use of this salt in doses of 2 gm t.i.d. should 
prevent its occurrence. It is furthermore our 
clinical impression that this procedure has re- 
duced the number of secondary reactions. 
On the day when the incident occurred so- 
dium nitrite was accidentally substituted for 
potassium citrate by the pharmacy. The so- 
dium nitrite had recently been used for the 
preparation of anti-rust solutions for the 
surgical instruments and the bottle contain- 
ing it was identical in size, shape, and color 
to those containing the potassium citrate. 
Sodium nitrite crystals were put into solution 
and dispensed in the stock bottle labeled “Po- 
tassium Citrate Solution” which is used on 
the ward. This accident should emphasize 


1 Read at the spring meeting of the Kansas Psy- 
chiatric Society and Mid-Continent Psychiatric As- 
sociation, Kansas City, Missouri, April 24-27, 1952. 

From the Insulin Service, Topeka State Hospital, 
Topeka, Kansas. 


the necessity for keeping all drugs and re- 
agents not intended for internal use in a sepa- 
rate part of the pharmacy and distinctively 
labeled. 

The discovery of the accident was made 
when it was noticed in Case 5 that the pa- 
tient was quite cyanotic and not responding 
well to the usual termination procedure. Oxy- 
gen was given with no effect and it was first 
feared that we were dealing with prolonged 
coma. It was soon noticed that all patients 
that had been gavaged were showing similar 
symptoms and those who had been terminated 
by intravenous glucose or who had had no 
coma were asymptomatic. It was immedi- 
ately clear that some ingredient in the gavage 
mixture was responsible. The cyanosis being 
of a peculiar slate-gray color made us suspect 
a methemoglobinemia. The bottle labeled po- 
tassium citrate solution and blood samples 
were immediately sent to Dr. Lattimore of 
Lattimore and Fink Laboratories, who re- 
turned an analysis within half an hour show- 
ing the presence of nitrite in the potassium 
citrate bottle and methemoglobin in the blood 
samples. A total of not more than 14 hours 
elapsed between the discovery of the symp- 
toms and the initial attempts at specific ther- 
apy with ascorbic acid. On observing the 
failures of treatment with ascorbic acid and 
at the suggestion of Dr. Lattimore the meth- 
ylene blue treatment was started. Dr. Latti- 
more also kindly prepared for us the intra- 
venous methylene blue solutions. 


CASE REPORTS 


Case 1.—D. S., 24-year-old housewife with a 
working diagnosis of paranoid schizophrenia, had re- 
ceived 44 treatraents, with 32 insulin comas, usually 
going into coma with about 40 units of insulin and 
showing no unusual complications. The day in which 
the accident occurred the patient received her usual 
40 units of insulin at 6:45 a.m. and went into an 
uncomplicated light coma by 10: 30. At 10: 50 a.m. 
coma was terminated by the usual gavage mixture 
of eggnog to which was added 2 grams of sodium 
nitrite solution from the stock bottle labeled po- 
tassium citrate. She recovered from her coma very 
slowly, but one hour later was returned to the treat- 
ment room by the aides because she was staggering, 
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incoherent, very excited, and showed a marked slate- 
gray cyanosis. The pupils were widely dilated, the 
skin was moist but cool, and the patient was chill- 
ing. She was nauseated but did not vomit. Her 
speech was much more incoherent and flighty than 
usual, pulse extremely rapid. Blood sample was 
taken and later reported a normal CO; combining 
power and definite evidence of the presence of met- 
hemoglobin by spectroscopic test. At 12:20 p.m. 
continuous I.V. of 10% dextrose in water was 
started, but the patient remained still very excited, 
extremely cyanotic, had rapid pulse, was incoherent 
and flighty in her speech. At 1: 30 p.m., 500 mg of 
ascorbic acid were given intravenuously with no 
noticeable effect. At 2:30 p.m. another 1,000 cc of 
10% dextrose in water were started intravenously, 
with 500 mg of ascorbic acid. By 3:15 p.m. there 
was still no noticeable effect other than that the pa- 
tient was less excited but the cyanosis was as in- 
tense as previously. At 3:15 p.m. 15 cc of 1% 
methylene blue were given intravenously, and 
within less than 10 minutes the patient’s cyanosis 
had disappeared; she was quieter and less anxious. 
By 4:40 p.m. the intravenous dextrose was com- 
pleted ; the patient was again more excited and com- 
plaining, but showed no cyanosis. At 5:30 p.m. 
patient ate her supper but a few minutes later vom- 
ited. She remained drowsy, staggering, and at 7: 20 
p.m. was given 100 cc of 334% glucose by vein. 
At 7:45 p.m. she vomited about 100 cc of green 
fluid streaked with blood. The patient remained 
extremely restless throughout the night, incoherent 
at times and complaining in a hysterical manner of 
pain, for which no cause could be found. Color re- 
mained good ; pulse and respiration remained norma! 
throughout the night. By the next day the patient 
was back to her usual psychotic personality and 
since that time has continued to take insulin treat- 
ment without further complications. She has im- 
proved somewhat since her insulin treatment has 
been started but there has been no permanent marked 

personality change that could be attributed to the 
methemoglobinemia. 

Case 2-—L. R., 20-year-old with a 
working diagnosis ‘of paranoid schizophrenia, until 
the day in which the accident occurred had 81 
treatments and 25 comas. She received 150 units of 
regular insulin. She did not go into coma on the 
day the accident occurred. At 10:35 a.m. she re- 
ceived a gavage of 500 cc of 20% sucrose to which 
was added 2 grams of sodium nitrite from the stock 
bottle. At about 11:00 a.m. she vomited the ga- 
vage mixture but ate a light lunch, which she re- 
tained. When it was discovered that most of the 
insulin patients were showing unusual signs of 
cyanosis, she was examined and found to be quite 
cyanotic but had no complaints. She was rational 
and clear, quiet and not apprehensive. The lips and 
nail beds were quite discolored, with a slate-gray 
cyanosis, but there was no sweating, no pupilary 
dilatation, no further nausea or vomiting. She did 
not require any special treatment. This patient 
seemed to show only the signs of methemoglobine- 
mia, and had none of the nitrite shock or evidence 
of hypoglycemia, which all the others demonstrated. 
She remained well and the cyanosis had disappeared 


by 5:00 p.m. Insulin treatment has since been re- 
sumed and the patient, although not completely well, 
has shown the expected improvement with insulin 
treatment, but there has been no remarkable per- 
sonality change following the incident of methemo- 
globinemia. 

Case 3.—M. P. M., a 41-year-old housewife with 
a working diagnosis of schizophrenia, had received 
48 treatments with 27 comas, usually going into 
coma at about 100 units and without any complica- 
tions. At 10:00 a. m., after approximately one half 
hour of moderately deep coma, the patient was ga- 
vaged with 1,000 cc of eggnog mixture with 2 grams 
of sodium nitrite added from the stock bottle. She 
recovered slowly from her coma and was given 50 
cc of 334% glucose by vein to help bring her out. 
At 11:45 a.m. she became quite excited, irritable, 
apprehensive, and showed marked cyanosis. Pupils 
were widely dilated, the skin was cold and clammy 
and sweating, and the patient complained of cold. 
There was nausea but no vomiting. The cyanosis 
was farticularly pronounced around the mouth and 
nail beds and was of a dark slate-gray color. There 
was no respiratory embarrassment. At 12: 20 p.m. 
intravenous of 1,000 cc of 10% dextrose and water 
was started and the patient continued crying, 
screaming, very agitated, and with cyanosis undi- 
minished. At 1:30 p.m. 500 mg of ascorbic acid 
were given intravenously with a slight improvement 
in color and the patient was somewhat quieter and 
only sporadically noisy and active. Another 1,000 cc 
of 10% dextrose in water was started at 2: 50 p. m. 
and at 3:10 p.m. 1,000 mg of ascorbic acid were 
again given intravenously. By this time the patient 
was much quieter but the cyanosis still persisted 
and at 3: 25 p.m. 15 cc of 1% methylene blue were 
given intravenously. Within a few minutes the 
cyanosis had completely cleared up, the patient com- 
plained of weakness but her pulse was good; she 
was no longer sweaty or cold. She refused to eat 
supper that evening but did drink fruit juices. She 
remained resistive and uncooperative for nursing 
care though this was not unusual for this patient. 
Insulin coma treatment has since been resumed 
without further complications, but there has been 
little improvement in the patient’s mental status. 


Case 4.—M. R., a 32-year-old divorcee, had a 
working diagnosis of paranoid schizophrenia. After 
receiving her 14th treatment, the patient again went 
into an uncomplicated insulin coma at 175 units. 
After about one hour of light coma, the patient was 
tubed with 500 cc of 20% sucrose mixture to which 
we added 2 grams of sodium nitrite from the stock 
bottle. The patient came out of her coma slowly 
with some slight confusion, slight ataxia, and slight 
thickening of speech, but left the treatment room ac- 
companied by an aide to get dressed and ready for 
dinner. Approximately one hour after the coma was 
terminated, the patient vomited almost the entire 
tube feeding, was returned to the treatment room and 
placed in bed. She was at this time extremely ex- 
cited, thrashing around on the bed, pupils widely di- 
lated, skin was blanched, patient complained of cold 
though beads of perspiration stood out on her skin. 
Within a few minutes the patient began to show 
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some cyanosis, especially of the lips and nail beds, 
but there was no respiratory difficulty. One thou- 
sand cc of 10% dextrose and water were started in- 
travenously, and within 45 minutes she was less ap- 
prehensive, somewhat quieter, still more than usually 
anxious, however ; and though the pallor which had 
previously been noted was no longer evident, the 
patient remained cyanotic around the lips and nail 
beds. One half hour later 500 mg of ascorbic acid 
were added through the tubing of the intravenous 
and there was some improvement of the patient’s 
color, but pallor and cyanosis were still evident. 
She was quieter and less apprehensive. Ten per- 
cent dextrose in water intravenously was continued 
for 2,000 cc and, 2$ hours after the first injection 
of ascorbic acid, this was repeated with 1,000 mg 
of ascorbic acid intravenously. She became briefly 
excited, noisy, and apprehensive but there was no 
particular change in her color. Fifteen minutes later 
15 cc of 1% methylene blue were given intravenously 
and in a very few minutes the cyanosis had com- 
pletely disappeared. By 4: 30 in the afternoon, ap- 
proximately 54 hours after she had been tube-fed, 
there was no longer any evidence of either hypogly- 
cemia, shock, or cyanosis. The patient has since 
continued insulin treatments with the same approxi- 
mate dosage for coma, without any complications. 
She is showing the expected response to insulin 
treatment in that she is less demanding, less preoc- 
cupied with sexual thoughts, and somewhat more 
sociable in the group setting. These changes have 
been gradual and cannot be attributed to the epi- 
sode of methemoglobinemia. 


Case 5.—A 20-year-old white unmarried mother 
of one child, with a diagnosis of schizophrenia, 
mixed type, had received 73 insulin treatments and 
had had 38 uncomplicated insulin comas. On the 
day on which the accident occurred she was given 
120 units of insulin at 6:30 a.m. At 10:50 a.m. 
she had a grand mal convulsion and coma was ter- 
minated immediately by a gavage of 500 cc of fruit 
juice mixture to which 2 grams of sodium nitrite 
had been added from the stock bottle. She was 
confused, had myoclonic twitchings, and vomited be- 
fore the entire gavage was finished. She continued 
nauseated, had markedly dilated pupils, skin was 
wet and cold, and the patient had a shaking chill. 
Within less than 10 minutes after receiving the ga- 
vage a blue-gray cyanosis was evident around the 
mouth and in the nail beds. At 11 a.m. she was 
given 100 cc of 334% glucose by vein. She was 
excited, confused, and very apprehensive. Oxygen 
was given by facial mask and one ampule of Cora- 
mine intramuscularly, but these had no effect on the 
cyanosis. At 11:15 the blood pressure was 100/45, 
the patient continued nauseated and vomiting. At 
11:30 a.m. a blood sugar was taken and later re- 
ported 54 mg%. At 12:20 p.m. continuous intra- 
venous drip of 10 % dextrose in water was started 
and at 1:30 p.m. 500 mg ascorbic acid were given 
intravenously. The patient continued excited, ap- 
prehensive, and cyanotic; pupils were dilated, skin 
wet and cold. At 2:25 p.m. additional 1,000 cc of 
10% dextrose in water were started intravenously 
and at 3 p.m. another 500 mg of ascorbic acid given 


by vein. By this time the patient was less excited 
and apprehensive, was no longer sweating and chill- 
ing, but the cyanosis persisted. At 3:15 p.m. 15 cc 
of 1% methylene blue were given by vein with rapid 
improvement of the cyanosis. At 5 p.m. patient was 
up and about and had a good supper. She com- 
plained of severe headache for which she was given 
10 grains of aspirin and from 7 p.m. on the patient 
had a quiet night. Insulin treatments have since 
been continued on the patient without further inci- 
dent. Since the beginning of insulin treatment the 
patient has shown some increasing reality contact, 
thinking is less disorganized, but occasionally she 
shows some bizarre acts. There has been no per- 
sonality change that could be attributed to the 
methemoglobinemia. 


DISCUSSION 


The cases reported here demonstrate that 
we were dealing with 3 separate clinical con- 
ditions occurring simultaneously in each of 
these patients: first, the presence of methe- 
moglobinemia, which gave rise to the rather 
startling cyanosis and the most obvious clini- 
cal sign but probably the least dangerous of 
the 3 conditions. It was rapidly and easily 
dealt with by the intravenous use of methyl- 
ene blue. The second condition we had to 
deal with was that of shock due to the phar- 
macological action of the nitrite in producing 
marked vasodilation. Nitrite ion relaxes the 
smooth muscle of the smaller blood vessels 
causing a fall in blood pressure and, as is 
well known by those using the nitrite method 
of treating cardiovascular diseases, it can pro- 
duce’ nausea, weakness, restlessness, pallor, 
cold sweat, syncope, collapse, and inconti- 
nence. This is said to be due.to a pooling of 
the blood in the postarteriolar vascular bed 
and not due to primary fall in the blood pres- 
sure alone(1). Thus it is a picture of classi- 
cal shock caused by a decrease in effective 
blood volume. This was combatted in these 
patients by the usual methods of treatment 
for shock: prone position, warmth, and 
intravenous fluids. The third condition ob- 
served was a serious hypoglycemia since, be- 
cause of the nausea and vomiting, these pa- 
tients had not received sufficient allowance of 
glucose by tube to terminate properly their in- 
sulin comas. Nitrites when ingested can pro- 
duce nitrous acid by the action of the gastric 
juice, which acts as a gastric irritant and pro- 
duces vomiting. The hypoglycemia in these 
cases was treated by the obvious method of 
intravenous glucose in large amounts both by 
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the concentrated 334% and by continuous 
intravenous drip of 10% glucose. 

In an excellent review of the subject, 
Finch(2) breaks down clinical methemo- 
globinemias into 2 main types, primary and 
secondary. In primary methemoglobinemia 
we are apparently dealing with a congenital 
biochemical lesion in which the erythrocyte 
lacks its normal power to reconvert the small 
amounts of methemoglobinemia to hemoglo- 
bin, and methemoglobin slowly accumulates 
until a point of equilibrium is reached. This 
point of equilibrium may be as high as 40% 
methemoglobin. This accumulation of methe- 
moglobin in the blood is due to the fact that 
even under normal conditions small amounts 
of methemoglobin are formed and ordinarily 
these are reconverted to hemoglobin by enzy- 
matic processes within the red cell. In con- 
genital methemoglobinemia this normal re- 
conversion process is lacking and methemo- 
globin continues to accumulate. 

Patients with primary methemoglobinemia 
may be treated with either ascorbic acid or 
methylene blue. Since the rate of reconver- 
sion of methemoglobin to hemoglobin by the 
action of ascorbic acid is greater than the rate 
of spontaneous accumulation these patients 
may be kept free of methemoglobinemia by 
its use in large doses. Since the rate of change 
of methemoglolin to hemoglobin by ascorbic 
acid is still, however, less than the normal 
cell mechanism can produce, it is of no value 
in the treatment of the secondary methemo- 
globinemias where the normal cell reconver- 
sion mechanism has been greatly exceeded. 

Secondary methemoglobinemias are those 
produced by drugs. The exact chemical in- 
terreaction is not clear but it has been known 
for many years that many of the aniline de- 
rivatives, nitrites, nitroglycerin, and several 
of the sulfa drugs, have the capacity of con- 
verting hemoglobin to methemoglobin. These 
drugs oxidize hemoglobin but reducing sub- 
stances such as glutathione or ascorbic acid 
do not protect against this oxidation. Cases 
of nitrite poisoning due to the presence of 
nitrate in well water and its conversion into 
nitrite by the action of the bacterial flora in 
the intestine are well known. Cases of methe- 
moglobinemia resulting from aniline and ani- 
line dyes such as are used on laundry marks, 


on diapers, or on freshly dyed shoes have 
been reported. 

The use of the methylene blue in combat- 
ting the methemoglobinemia in the cases re- 
ported here fully demonstrates its rapid and 
dramatic effectiveness. A review of the phy- 
siological effects of methylene blue leads to 
the rather confusing paradoxical statements 
that on the one hand methylene blue is used 
in the treatment of cyanide poisoning to cause 
methemoglobinemia, and on the other hand 
methylene blue has been used in the treat- 
ment of methemoglobinemia to reduce it to 
hemoglobin(3, 5). Some authors state that 
in low concentrations methylene blue reduces 
methemoglobin to hemoglobin and in high 
concentrations methylene blue produces met- 
hemoglobin. Bodansky and others(6, 7) 
have clarified this apparent paradox and it is 
definitely certain that methemoglobin can be 
reduced to hemoglobin by the action of 
methylene blue on the coenzyme systems in 
the presence of glucose. Bodansky further 
states, “Contrary to the usual impression, 
methylene blue is not a good methemoglobin 
former in vivo in man.” It is probably true 
that small amounts of methemoglobin may 
be produced by methylene blue but this is a 
reversible chemical reaction and the equilib- 
rium state between the 2 reactions is bal- 
anced at a very low point of methemoglobin 
concentration. 

The teported cases amply justify the use 
of methylene blue in the treatment of methe- 
moglobinemia and demonstrate the ineffec- 
tiveness of the ascorbic acid when the methe- 
moglobinemia is produced by nitrite poison- 
ing. 

According to some theories(8) the useful- 
ness of insulin coma therapy in the psychoses 
may be due to depression of metabolism in 
the cerebral cortex produced by a lack of 
glucose ; and in view of the fact that methe- 
moglobinemia causes a definite lowering of 
cerebral metabolism due to the cerebral an- 
oxia it produces, it is interesting to speculate 
that this episode of nitrite poisoning might 
have produced beneficial effects on the pa- 
tients’ psychoses. No such effects were ob- 
served. It is, however, impossible to state 
categorically that such a method would be of 
no value in treatment inasmuch as in these 
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cases the amount of cerebral anoxia produced 
was of short duration. It could be further 
speculated, however, that should the effects 
of methemoglobinemia be thought to be in 
any way beneficial the purposeful production 
of methemoglobin up to at least 40% in the 
blood in the absence of hypoglycemia should 
not be fraught with too great a danger and 
it can easily be terminated within a few min- 
utes by the administration of methylene blue. 
This represents a possible field for further 
research. 


SUMMARY 


Five cases of methemoglobinemia result- 
ing from the accidental substitution of so- 
dium nitrite for potassium citrate in the ga- 
vage mixture given to terminate insulin coma 
treatment are recorded. The simple and ef- 
ficacious treatment by intravenous injection 
of methylene blue is presented. 

It is speculated that further research might 
show that the intentional production of met- 


hemoglobinemia in nonhypoglycemic subjects 
would be a safe and useful method of treat- 
ment in schizophrenia. 
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Investigations into the somatic background 
of schizophrenia have been carried on over a 
great many years. During past decades, in- 
terest focused now on one physiological ac- 
tivity of the body, and now on another. The 
autonomic nervous system served as one of 
the earlier foci of attention for these studies 
and valuable descriptions of the physiologic 
behavior of schizophrenics were collected(5, 
14). More recently, much attention has cen- 
tered on the endocrine system: thyroid(1, 6, 
7,15), gonads(10, 12, 22), etc., in an attempt 
to elucidate correlations between these gland 
systems and schizophrenia. It is no surprise 
that, with the renewed interest in the adrenal 
cortex brought about by the discovery of 
ACTH and cortisone and highlighted by the 
elaboration of the stress syndrome(21), this 
organ is being studied for its role in psychi- 
atric states. 

Pincus et al.(16, 18) have concluded from 
their studies of schizophrenic patients that 
their adrenal cortical responses to stress are 
significantly lower than those of normal sub- 
jects. These authors utilized several types of 
stress, one of which consisted of the stimula- 
tion of the adrenal cortex by 25 mgm. of 
ACTH given intramuscularly. The authors’ 
conclusions were based on the differences in 
response to stress between schizophrenics and 
normals, with respect to changes in the blood 
lymphocyte count and the urinary excretion 
of 17-ketosteroid, neutral reducing lipid, po- 
tassium, sodium, and uric acid following 
stress. 

Inasmuch as the diagnosis “schizophrenia” 
includes so wide a variety of clinical syn- 
dromes, it appeared noteworthy that failure 
of responsivity to stress was so uniform in 
Pincus’ reports. Furthermore, the description 
of the nutritional and physical status of the 
subjects was not reported in detail. These 
considerations motivated us to survey anew 


1 From the Department of Psychiatry of the State 
University of New York, College of Medicine, and 
the Kings County Hospital, Brooklyn, New York. 

ACTH was generously supplied by the Armour 
Laboratories, Chicago, Ill., through the courtesy of 
Dr. Harley E. Cluxton, Jr. 
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the adrenal cortical response of schizophren- 
ics to ACTH. 


MATERIAL AND METHODS 


Two groups of experiments were done. 

(1) Eleven female patients under the age 
of 40, who had been hospitalized for at least 
24 years at the Brooklyn State Hospital,’ 
were selected for a portion of this study. 
These patients had had no form of physio- 
logical therapy within the preceding 3 
months. All of them were ambulatory and 
showed no clinical evidence of physical dis- 
ease or nutritional deficiency. In each the 
diagnosis of schizophrenia had heen clearly 
established. The group consisted of 5 cata- 
tonic, 5 hebephrenic, and 1 paranoid schizo- 
phrenic patient. 

Each patient was studied following intra- 
muscular injections on 2 successive days of 
(a) saline and (b) 25 mgm. of ACTH. 
These solutions were prepared so that on each 
day the amount and appearance of the solu- 
tions were similar. Blood samples were col- 
lected immediately prior to injection and at 
hourly intervals for 4 hours following the in- 
jection. At each period, blood smears were 
made on cover slips and 5 ml. of venous blood 
was collected in a'vial containing 0.2 ml. of 
double exalate(g). Total white blood counts 
were done in the routine manner and the total 
lymphocyte count was determined from the 
blood smear(g). Eosinophile counts were 
done in duplicate on 2 separate Neubauer 
“Bright Line” counting chambers from 2 
separate pipettes. The Rud method(20) was 
used. 

(2) In association with the above study, a 
pilot survey was run on a group of 11 schizo- 
phrenic subjects whose first hospital admis- 
sion was to the psychiatric division of the 
Kings County Hospital. These subjects were 
chosen on admission for the clarity of diag- 
nosis ; special emphasis was placed on choos- 
ing patients whose psychotic symptomatology 


2 These patients were supplied through the co- 
operation of the late Dr. Clarence Bellinger and Dr. 
James Lawton, who were helpful in many ways. 
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was of the shortest possible duration. These 
patients were all males, under 40 years of age, 
and in good physical and nutritional health. 
They were chosen in preference to women 
for the relative ease of urine collection in our 
setting. 

The experiments on these patients lasted 5 
days, during which daily 24-hour urine col- 
lections were made. The first 2 days served 
as a control period. On the succeeding 2 days, 
each subject was given 25 mgm. of ACTH 


TABLE 1 


INITIAL EostINoPHILE AND LyMpHocyTE COUNTS AND THE Hourty Counts FoLLow1NnG THE INJECTION 
oF SALINE AND ACTH, In 11 Susjects 


made. The 11 subjects included 2 catatonic, 
3 hebephrenic, 5 paranoid, and 1 mixed para- 
noid and catatonic schizophrenic patient. 

The 24-hour outputs of 17-ketosteroids 
(13) and corticosteroids(4) were determined 
in duplicate. Three normal control subjects 
were studied in the same manner. 


DATA 


The results of the eosinophile and lympho- 
cyte counts for all the subjects are shown in 


o hour 1 hour 2 hour 3 hour 4 hour 

Case No. Saline ACTH Saline ACTH Saline ACTH Saline ACTH Saline ACTH 
Saat 144 150 183 04 89 167 83 61 100 56 
Ey -senne 1534 1961 1876 2255 1264 1518 2085 930 1976 1173 
Oe wana 322 100 244 61 155 61 128 33 100 56 
3250 1950 4400 2686 2940 + 1722 2072 744 seus 1913 

© Bh weave 228 144 189 72 217 61 167 144 255 04 
2508 1404 2337 2640 3025 1782 3900 180 2310 1760 

4 Bite 50 44 44 61 28 6 28 7) 33 II 
2448 1972 3000 1106 1424 1340 1596 1615 1066 

a errs 106 III 78 78 100 50 39 39 61 39 
Ri nxaee 2664 3113 1897 2345 2190 1439 2012 1372 1916 1664 

© BE casas 316 205 305 278 272 311 316 150 333 211 
1810 1812 2090 2083 2151 1716 2036 1638 3326 

P Biaxvees 228 222 122 200 117 100 122 122 100 133 
er 2201 2950 3154 2052 2158 3055 1619 3312 2274 2818 

= Sarr 466 405 255 339 255 361 289 133 278 100 
ree 1260 1432 1037 1440 958 2176 1541 506 1608 1212 

2 ee 572 516 516 416 516 272 51z 266 350 271 
a 1244 1964 2564 923 1492 764 2410 1472 2028 882 
eee 106 83 117 78 61 56 56 6 50 6 
2737. «2253 1812 2115 1748 1350 2317 1480 2046 948 

366 233 3890 377 416 189 433 355 122 


intramuscularly 3 times a day at 6-hour inter- 
vals. It was our opinion that this constituted 
an adequate stress situation and the longer 
period of observation would allow any hidden 
lag in response to become evident. On the 
fifth and final day of the experiment, no 
ACTH was given. The patients were ambula- 
tory on the ward, and were on the standard 
hospital diet. 

The accuracy of the urine collections was 
validated by measuring the 24-hour output 
of creatinine in duplicate(2). In case any 
doubt existed as to the accuracy of the col- 
lection, the patient was discarded from the 
experiment. Of about 40 patients studied, 
data on all but 11 had to be discarded because 
of unsatisfactory urine collection. No selec- 
tion as to type of patient or of result was 
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Table 1. Both cell types show considerable 
variation for the same and different subjects. 
To clarify these relations, percentage varia- 
tion of these cell types were charted in Figs. 
1 and 2. The hour-by-hour changes in the 
eosinophile count are shown in Fig. 1. The 
prestress level is represented as 100%. The 
actual initial count is indicated on the graph. 
It should be noted that there is variation of 
the prestress eosinophile count from subject 
to subject and some subjects show wide varia- 
tion of fasting levels on the 2 succeeding 
days (Cases 2, 11). Further, no relation- 
ship can be noted between the initial eosino- 
phile level and the response to stress. Sub- 
jects with either high or low prestress levels 
showed 50% or more drop in their eosino- 
phile count (Cases 8, 4, 10). 
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Figure 2 shows the individual hourly 
change in the circulating lymphocytes after 
saline and ACTH injections. Again a wide 
variation in counts is evident with many sub- 
jects showing considerable lymphocytopenia 
after ACTH. 

The hour-to-hour incidence of “positive” 
responses of the circulating eosinophiles to 
ACTH and saline is charted in Fig. 3. The 


no consistent pattern of response in this 
group. No correlation was noted between the 
output of 17-ketosteroids and the corticoste- 
roids, some of the subjects showing an in- 
creased output of one or the other of these 
substances, and other subjects showing no 
change, or a decrease in output. The 3 
normal subjects similarly showed no consist- 
ent pattern. It is important to note that 2 of 
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Fic. 1.—Percent of initial count of eosinophiles, hour by hour, in response to the injection of saline and 
ACTH, in 11 subjects. The solid and broken lines represent the changes following the injections of saline 
and ACTH respectively. “S” and “A” represent the initial eosinophile counts preceding the injections of 


saline and ACTH respectively. 


greatest number of subjects showed a 50% 
or more decrease in eosinophiles 3 hours 
after injection of ACTH. Four hours after 
stress, fewer patients showed this degree of 
eosinopenia. After saline injection, there 
was an increasing eosinopenia hour by hour 
through the fourth hour, at which time 5 of 
the 11 subjects showed a “positive” response, 
according to Thorn’s criteria(19, 23, 24). 
This is the same incidence we found 4 hours 
after injection of ACTH. 

The steroid studies also indicate (Fig. 4) 


the normal controls showed no significant in- 
crease in 17-ketosteroids, while the third sub- 
ject showed a marked increase. Since 2 nor- 
mals showed no significant response to 
ACTH, it may be said that the dosage em- 
ployed was certainly not of such large size 
as to induce a response in subjects whose ad- 
renal function had deteriorated. 


DISCUSSION 


Pincus et al. state in their studies their 
preference for using the change in circulat- 
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Fic. 2.—Percent of initial count of lymphocytes, hour by hour, in response to the injection of saline and 
ACTH, in 11 subjects. The solid and broken lines represent the changes following the injections of saline 
and ACTH respectively. “S” and “A” represent the initial lymphocyte counts preceding the injections of 


saline and ACTH, respectively. 
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Fic. 3—The number of cases showing a 50% or 
more decrease in eosinophiles, hour by hour, after 
injections of saline and ACTH. The clear and 
hatched bars represent saline and ACTH respec- 
tively. 


HOUR 


ing lymphocytes to those of the eosinophiles 
as a measure of adrenal cortical activity on 
the grounds that lymphocyte response was 


proportional to the amount of stress, while 
eosinophile response was a less quantitative 
measure, either positive or negative. Thorn 
and his collaborators(19, 23, 24), however, 
have published widely on the eosinophile re- 
sponse to ACTH as a test for adrenal corti- 
cal insufficiency. These workers indicate that 
patients with Addison’s disease do not show 
eosinopenia after ACTH. Occasionally, nor- 
mal subjects show a sluggish eosinophile re- 
sponse to ACTH, but a normal (more than 
50% drop) response is considered strong evi- 
dence of an intact adrenal cortex. Best and 
Samter(3) and Best et al.(2) demonstrate 
the physiological variations in the eosino- 
phile count and emphasize the difficulties en- 
countered in interpreting the Thorn test. 
They state, however, that “marked eosino- 
penia indicates adequate adrenal cortical 
function.” Addisonian cases, on the other 
hand, show high resting eosinophile and lym- 


127 
160 I 160 180 riz 160 Vv 
140 140 160] 
100} /---- 20] 100K -- ------ 
80 80 100Re- f----- 80 
\ 
60 60 80 60 
40]S02534 40}s=23250 60|S=2508 40 
20 (422962 40 #1404 20 
HOURS HOURS ROURS HOURS ? 
160 160 vI 160 viz 160 
40 u uol A 
| 
120 220 120 120 
80 80) 80 Vv 4 
40 40) 40}S=2202 40|S=1260 
20 339% 20 A®1812 20 422950 20 421432 
HOURS 200 OURS HOURS HOURS 
160 160 x 
40 VX.) 
220 120 
100f- - --------- 100 ---— -- ---- 
80 80 
or, / 60 6 
20 
8 
6 
: 
2 2 
1 
7 


128 


RESPONSIVITY OF THE ADRENAL CORTEX IN SCHIZOPHRENIA 


[Aug. 


phocyte levels with little physiologic varia- 
tion and subnormal responses to ACTH. 

It is our belief that wide variations in eo- 
sinophiles and lymphocytes, whether due to 
experimental stress or physiologic variation, 
are related to the integrity of the adrenal cor- 
tex. When this variation between the highest 
and lowest counts reaches a 50% or more 
change, we feel we can conclude that adrenal 
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in this study does not permit definite conclu- 
sions to be drawn, but the data do indicate 
the lack of a common characteristic response 
of schizophrenic patients to the injection of 
ACTH. This variation in response is more 
in accord with what we would expect in so 
varied an entity as schizophrenia. 

We felt at this point that further studies in 
relationship to the duration of the illness, the 
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Fic. 4.—Percent change of 17-ketosteroids and corticosteroids, in 11 subjects. The control levels rep- 
resent the averages of the 2 control days and are noted on the graph. The solid and broken lines repre- 
sent 17-ketosteroids and corticosteroids output respectively. 


cortical function, as measured by change in 
circulating eosinophiles, is not impaired. Of 
the 11 schizophrenic patients studied, 10 
showed a variation of 50% or more of eo- 
sinophile counts. All 11 showed at least this 
degree of variation of the lymphocyte counts. 

The changes in lymphocytes and eosino- 
philes is in accord with the reports of Par- 
sons and Gildea(17) and Rud(20) on pa- 
tients with mental disease. Rud, in fact, 
reported marked variations in the level of cir- 
culating eosinophiles in subjects with schizo- 
phrenia. 

The studies of steroid excretion indicate a 
wide variety of response in schizophrenia, 
and thus are in accord with the results on the 
chronic patients. The small number of cases 


type of schizophrenia, and the nutritional and 
physical status of the patients would be of 
value. However, our facilities did not permit 
continued investigation along these lines. 
Our results are not surprising, even in this 
small group, because of the highly complex 
nature of schizophrenia. Individual clinical 
bias undoubtedly is a factor in whether or not 
a psychotic reaction is classified as within a 
schizophrenic category. Schizophrenic pa- 
tients show a wide variance in affective re- 
sponsivity. One would, therefore, hypothe- 
size that uniform findings of a specific kind 
would emerge only when unusual care had 
been taken to secure a group of schizophrenic 
patients of remarkably uniform type. 
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SUMMARY AND CONCLUSIONS 


Eleven chronically hospitalized schizo- 
phrenic patients, in good physical and nutri- 
tional health, were studied by hourly eosino- 
phile and lymphocyte counts after injections 
of saline and ACTH on consecutive days. 

Wide variations in the fasting levels of 
these blood elements existed among different 
patients and in the same patients from day to 
day. 

Saline elicited variations in eosinophile 
counts so that 5 of 11 subjects showed de- 
creases of 50% or more after 4 hours. The 
lymphocytes varied by at least 29% for each 
subject at some point in the study after saline 
was injected. 

The response of the eosinophiles to ACTH 
was greatest 3 hours after injection. 

Ten of the 11 subjects showed a 50% or 
more variation in eosinophiles at some point 
in the procedure. All 11 subjects had more 
than a 50% variation in their lymphocyte 
counts. 

The adrenal cortical response of the schizo- 
phrenics we have studied, as measured by the 
eosinophile and lymphocyte responses to 
ACTH and by physiological variation, falls 
within the normal range. 

Studies of the 17-ketosteroid and cortico- 
steroid excretion after ACTH in 11 cases of 
acute schizophrenia also showed varying re- 
sponses in different subjects. 
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BROMIDE DELIRIUM WITH UNUSUAL COURSE 
MAX LEVIN, M.D., New York, N. Y. 


Bromide delirium usually clears up com- 
pletely a few days or weeks after the drug is 
stopped. Some physicians seem to think it 
always clears up in this manner, completely 
and promptly, and perhaps that is why they 
treat it lightly. I propose to show that the 
outcome is not always so happy. 

In the less fortunate cases one of three 
things may happen: (1) The patient may 
die; (2) he may get well, but only after 
many months; (3) the delirium, whether long 
or short, may act as the insult that converts 
a latent schizophrenia to a manifest schizo- 
phrenia. This paper will deal with the first 
two possibilities. 


DEATH 


Bromide delirium is mainly a disease of 
middle and old age, and many patients there- 
fore have bad arteries, a bad heart, poor kid- 
neys, etc. It is usually the culmination of a 
prolonged period of poor health. The com- 
mon story is that the patient has been run- 
down for some time and is now, when de- 
lirium has struck, in poor physical shape, with 
loss of weight, dehydration, and possibly a 
little fever. The terrors of delirium are not 
soothing to a man with a bad heart, and some 
patients die of a heart attack. Others die of 
intercurrent pneumonia. 

In my series of 34 cases of bromide de- 
lirium(1) there were 3 deaths. 


PROLONGED PSYCHOSIS 


When a patient who has been taking bro- 
mide to excess becomes delirious, and the 
serum bromide level is high, you may make a 
tentative diagnosis of bromide delirium and 
expect him to get well in a few days or weeks, 
but you should keep your fingers crossed, for 
he may remain delirious or otherwise psy- 
chotic for many months. Here are some ex- 
amples. 


CasE 1.—Woman of 46. Her physician called me 
in consultation and I found her in a simple depres- 
sion, which had started a few weeks earlier. The 
physician was already giving her bromide and asked 
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whether it was all right to continue. I had recently 
talked on the bromide psychoses at the county medi- 
cal society, and reminded him of the possibility of 
intoxication. He remembered my talk and assured 
me he was well aware of the danger and felt he 
could nip an intoxication in the bud. Only 5 weeks 
later the patient was admitted to the Harrisburg 
State Hospital in a severe bromide delirium! I re- 
port this, not in disparagement of the referring phy- 
sician, who was one of the best doctors in the com- 
munity, but to show how bromide intoxication may 
become established even when you are sure you will 
be able to avert it. 

The history given on admission of this patient was 
that she had been improving until 4 days previously 
a she had suddenly become disturbed and agi- 
tated. 

On admission she was delirious, with a lot of per- 
plexity. She was profoundly disoriented, at times 
mistaking the hospital for a “college.” Gait was 
slow and ataxic, a common finding in drug intoxica- 
tion. The pupils reacted sluggishly to light. On her 
fourth day in hospital the serum bromide level was 
more that 350 milligrams percent, which is high. 

She was given sodium chloride and the bromides 
were washed out of her system. One week after ad- 
mission the pupillary reactions were back to nor- 
mal. But she never emerged from the delirium. The 
depressive part of the picture got worse and worse, 
and 14 months after admission she became virtually 
mute and was untidy and had to be spoonfed and 
sometimes tubefed. The clinical picture was one of 
severe depression (plus disorientation) rather than 
catatonic stupor. She developed pulmenary tubercu- 
losis, of which she died 20 months after admission. 
(This case occurred in the days before shock 
treatment.) 


Comment. This woman with a depression 
developed a bromide delirium and persisted in 
delirium till she died 20 months later. Her de- 
pression worsened after the intoxication, and 
she was retarded to the point where she was 
mute and unable to take care of herself. 

Many years ago experiments were made 
with bromide intoxication as a therapy for 
the functional psychoses(2). Case 1 shows 
why such therapy was never accepted as 
useful. 

Case 2.—A married woman of 27 was admitted 
to the Harrisburg State Hospital, November 10, 
1932. 

"She had been neurotic for many years, and in the 
year before admission had taken much “nerve medi- 
cine.” In July 1932 her nervousness got much worse 
and she lost weight. In August she “broke down.” 
She and her husband owned and operated a tourist 
camp and she could no longer do her share of the 
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work. Ten or twelve days before admission she 
became grossly psychotic. 

On admission she was in a profound delirium, 
with severe disorientation. The pupils were normal 
in appearance and reacted well on accommodation 
but were absolutely fixed to light. Blood and spinal 
fluid were negative for syphilis. On her fifth day in 
hospital the serum bromide level was more than 350 
milligrams percent. 

The delirium, instead of clearing up in a few 
weeks, persisted more than 3 months. Disorientation 
was last noted on February 18, 1933. At times she 
showed some schizophrenic coloring, with inacces- 
sibility and negativism. Occasionally she wet and 
soiled herself and had to be tubefed. There was 
much fear and bewilderment. 

In March 1933 her husband felt she might do bet- 
ter at home and she was paroled on March 4. She 
did not improve and was returned on March 28. By 
now the disorientation had dropped out of the pic- 
ture, but she was deluded and had hallucinations. She 
remained in this hallucinatory-paranoid state until 
November 1933, one year after admission, when she 
recovered completely. She now showed perfect in- 
sight. She was paroled on December 20, 1933. She 
was examined one year later, and was in excellent 
health, cheerful, and in good rapport. 

The pupils, which had been fixed to light on ad- 
mission, began to react sluggishly a week later. 
They were still sluggish in May 1933. They were 
not checked again until December 1934, when they 
reacted perfectly. 

At the end of 1936 she was found unconscious at 
home, and died without regaining consciousness. 
Nothing further is known of the circumstances of 
her death, except that she had been having convul- 
sions for an unknown length of time. 


Comment. The delirium in this case not 
only lasted a long time—some 3 or 4 months 
—but, as sometimes happens(3), it left in its 
wake a hallucinatory-paranoid aftermath that 
lasted no less than 8 more months, so that it 
took this young woman a year to get well. 

Physicians are sometimes puzzled when 
they hear that a psychosis can last so long 
after the last trace of bromide has vanished. 
But this is no more puzzling than the fact that 
an acute poliomyelitis, on subsiding, can leave 
in its wake a motor paralysis that does not 
subside. When a pathogenic agent injures a 
nerve center, the ensuing disability may long 
outlive the agent, for duration of disability 
will depend on the severity of the injury and 
the recuperative powers of the center. (Con- 
versely, it may be added, a bromide delirium 
sometimes clears up long before the serum 
bromide concentration drops to a level tole- 
rated by most people.) 

In some hospitals, when a bromide delirium 
is picked up, the serum bromide level is con- 


scientiously checked every day or two, so that 
one can follow its decline. There is no need 
to go to this trouble—unless you happen to 
be interested in the chemistry of bromide. 
Knowledge of where the serum bromide level 
stands today will not help you in the prog- 
nosis, for when a patient comes in with a level 
of, say, 350, you cannot predict whether, on 
one extreme, the delirium will clear up tomor- 
row, when the level is still high or, whether, 
on the other extreme, it will persist for many 
months after the level has dropped to zero. 

The Argyll Robertson pupils in Case 2 are 
noteworthy. This is but one of the many ocu- 
lar manifestations of bromide poisoning. 
Adolf Meyer used to tell a story on himself. 
In the days before the Wassermann test he 
showed some students a case of dementia 
paralytica, only to discover soon afterward 
that it was nothing more than a bromide de- 
lirium that had now cleared up. 

A striking example of bromide delirium 
with a prolonged psychotic residual is found 
in Case 5 in my 1933 paper(3). The case re- 
port published therein was written in October 
1932, and I shall here summarize it and give 
the subsequent progress of the case. 


Case 3.—A mentally healthy woman of 51 who 
had recently discovered she had high blood pres- 
sure started to worry and was put on a low salt diet 
and given bromide. She suddenly became psychotic 
on January 5, 1932, and on or before January 11 
was frankly delirious. She was admitted to the Har- 
risburg State Hospital on January 28 in delirium 
and with a high serum bromide level. 

Disturbances of equilibrium, which as Curran(4) 
pointed out, are prominent in bromide delirium, were 
especially marked in this case. Thus the patient 
felt she was not on solid ground, but up in an aero- 
plane or balanced on a high wire. She felt (as she 
said afterward) “like I was rocking,” and sometimes 
like one who is going up and down too fast in an 
elevator. 

She also had uncomfortable distortions of somatic 
feeling. Her body felt small, narrow. “My breasts 
feel too close together; they feel too small.” Her 
vulva “feels entirely too small; it feels as though 
there’s none there... . I just feel as though I’m 
shrinking . . . I feel too narrow. I’d like to feel 
broad enough to walk.” Her eyes and head felt 
“empty.” 

On February 8, 1932, her twelfth day in hospital, 
her condition changed radically. She began to show 
progressive psychomotor retardation, but without 
any schizophrenic negativism. It was hard for her 
to do anything or say anything, and sometimes in a 
15-minute interview she would produce scarcely a 
dozen words. She wet and soiled herself. Her af- 
fect, to resurrect a term seldom heard nowadays, 
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was one of “distressed perplexity.” Disorientation 

and hallucinations were still present, but were not so 

prominent as before, and the disorientation tended 

Y? - of the paranoid rather than the delirious type 
5). 

In May 1932 the first improvement appeared ; she 
was able to talk and do more. The psychotic ideas 
cleared up, and all she now showed was a lack of 
pep and a loss of initiative. She was paroled on 
July 6, 1932, going to live with her daughter, who 
reported that she was able to help around the house 
but was mildly depressed and lacking in vigor. 
There was a note of anxiety. “When she hears the 
train she’s afraid somebody will get killed.” Im- 
provement was gradual, and in March 1933 she felt 
strong enough to go back to her own home, where 
she took care of the house without any help. 

In 1937 she began to have a “heavy feeling” in the 
head, and was tired and nervous. Her blood pres- 
sure was high, with a systolic pressure of 240. In 
1938 and 1939 she had a couple of vague “strokes” 
affecting her right side, and on Auust 5, 1939, she 
was readmitted to the Harrisburg State Hospital. 
This time there was no bromide in the serum. On 
November 12, 1939, she collapsed with a severe right 
hemiplegia, and was bedridden ever after. Through 
the courtesy of Dr. H. K. Petry, superintendent of 
the hospital, I examined her there in March 1945. 
Her right upper and lower limbs were completely 
paralysed and in flexion contracture. Her speech was 
limited to Yes and No, neither of which I could get 
her to say. 


Comment. This woman was gravely ill for 
3 or 4 months after her first admission, and 
thereafter suffered from a prolonged residual 
loss of vitality and dulling of initiative. She 
never did regain perfect health. Of course 
her hypertension was against her, but one 
should not exonerate the delirium. The more 
spectacular manifestations of toxic delirium 
may vanish dramatically overnight, and peo- 
ple are so grateful for this that they tend to 
overlook the debility and vague ill health that 
follow in its wake. 
A word may be said about the seriousness 


of delirium. Because toxic delirium usually 
clears up promptly, physicians are inclined 
not to take it seriously, and it gets less atten- 
tion than any other major psychosis(6). I 
submit that every delirium should be treated 
with respect. The cases cited here show the 
danger of prolonged cerebral involvement. In 
other ways too, delirium is laden with hazard. 
When a patient is admitted to a mental hos- 
pital, even though he gets well the blow to his 
ego is not soon repaired. As an example of 
suffering and embarrassment incident to a 
delirium, I recall the case of a woman who 
was the mother of several attractive daugh- 
ters of marriageable age. In the sex life of 
this woman and her husband there was a cer- 
tain painful abnormality, which they kept 
secret. In the course of a bromide delirium 
she babbled about her sex life, and said 
enough to raise some very disturbing ques- 
tions in the minds of her daughters. 

In conclusion, while most patients with 
bromide delirium get well quickly, some 
don’t. Some patients die, while others remain 
psychotic a long time. 
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PREJUDICES AND OPINIONS OF MENTAL HOSPITAL EMPLOYEES 
REGARDING MENTAL ILLNESS? 


JOHN MIDDLETON,? Texas 


Since Pinel, the attitude of mental hospital 
employees has been of concern to administra- 
tors. The beliefs, ideas and feelings the em- 
ployee has in regard to the patient have long 
been a subjective differential in “asylum” ver- 
sus “hospital.” How much or “what” an em- 
ployee thought has received little objective 
measurement in relation to the treatment pro- 
grams in our many types of mental institu- 
tions. Numerous articles and sections of 
treatment theses have described the essen- 
tial beliefs and considerations the profes- 
sional therapist must follow. Little effort has 
been made to define the opinions and beliefs 
the ancillary therapist such as ward attend- 
ants, occupational and recreational workers, 
and all the other employees who come into 
daily contact with a mental patient must have. 
The ancillary workers usually “treat” the pa- 
tient considerably more often and for longer 
periods at a time during the course of hos- 
pitalization than do the professional staffs. 

The purpose of this study was to obtain an 
objective measurement of the quality and 
quantity of the opinions or impressions men- 
tal hospital employees have relative to mental 
illness and the patients in their care. The 


utility of such a study in an educational pro- . 


gram or an orientation course would be mani- 
fold. The rationale behind this study was 
the belief that the employees can be educated 
as a means of bettering a treatment program. 

In the institution for this study, some pa- 
tients are assigned work in virtually all de- 
partments, whether di.ctly related to care 
and treatment or not. The hospital is divided 
into 2 general functions, medical and admin- 
istrative. The administrative is broken up in- 
to the usual organizational management plan. 
The medical division is headed by a clinical 
director under whom the various professional 
and technical services having to do with pa- 


1 This paper approved by the Board for Texas 
State Hospitals and Special Schools. 

Acknowledgment is given to Walter Markham, 
G. Evans, and Betty Howe for their assistance in 
compiling the data. 

2 Chief, Psychological Services, Terrell State 
Hospital. 


tient care are organized. The statistics for 
employee care of patients are as follows: 
ratio of psychiatrists to patients, I : 300; psy- 
chologists, 1: 1,200; social workers, 1: 800; 
occupational and_ recreational workers, 
I : 300; registered nurses, 1: 340; and ward 
attendants, 1:8.3. Such figures include the 
supervisory personnel and must be considered 
on a 24-hour care plan, e.g., ratio of attend- 
ants to patients for any one 8-hour shift 
would average 1: 25. 

The patients in the institution are made up 
principally of psychotics. There are a few 
neurotics, alcoholics, etc., but the vas+ ma- 
jority suffer from some type of psychosis. 
There are approximately 5% criminally in- 
sane.* The patients are admitted to the hos- 
pital by one of three types of commit- 
ments. These are as follows: (1) voluntary, 
a procedure in which the patient commits 
himself and has the right to leave at his own 
request, (2) 90-day commitment, in which 
the patient is committed by order of a county 
judge on the basis of testimony from 2 li- 
censed physicians, (3) the court coramitment 
in which a patient is declared legally insane 
by a lay jury. Any patient requiring more 
than 90 days for care or treatment is auto- 
matically subject to recommitment by the 
jury trial, in which he loses all civil rights 
until restored by a similar jury. This infor- 
mation is considered pertinent in its possible 
influence on employees’ opinions, as ex- 
pressed in the Prejudice Test. 

The principal types of treatments are 
ECT, O.T., recreational therapy, industrial 
job placement, hydro, and physiotherapy. A 
very limited amount of group and individual 
psychotherapy is carried on. No “total push” 
treatment program has been initiated. 


SUBJECTS 


The personnel taking the questionnaire 
numbered 392, with 263 of that number be- 
ing ward attendants. Those not ward attend- 


8 Persons having felony trials and committed by 
District Courts. 
133 
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ants included 23 laundry workers, 23 cooks, 
18 dining-room assistants, and smaller 
groups of employees from all departments 
such as business, accounting, maintenance, 
and all technical and medical workers not in- 
cluded as ward attendants. 

The ward personnel were the only group 
of employees who had received any type of 
orientation course at this institution. The 
nature of the course is primarily to instruct 
in ward duties, ward housekeeping, and hos- 
pital policies and has not been, in the past, 
for attitude correction or instruction, inten- 
tionally, in any theories of mental illness. 
Technical and professional medical workers 


TABLE 1 
Summary or Data (N = 392). 


most factors contingent to good mental hospi- 
tal atmosphere. The “test” was administered 
in a 2-day period to employees on a voluntary 
basis. 

The groups were instructed that the ques- 
tionnaire was not a test, but simply a poll of 
the ideas of employees regarding various as- 
pects of mental patients. They were asked to 
answer in agreement or disagreement by the 
symbols “A” and “D”. Personal opinions 
were encouraged and assurance was given 
that no one could fail or pass since it was 
not a test and that no one would jeopardize 
his job by his answers. Date of administra- 
tion was December, 1951. 


Length of 
hospital 
Prejudice Age Beta IQ Education employment 
All employees .......... 1-24 10.0 5.0 I 46.5 12.7. 61-125 96.7 10.1 o-16 9.0 2. 0-38 6.6 6.6 
Oe rrr 1-24 9.8 5.3 18-68 48.0 14.0 61-125 93.5 10.2 0-16 8.3 2.6 0-27 5.0 5.0 
i eee 1-24 10.2 4.6 17-69 45.2 12.4 65-125 96.7 9.1 2-16 8.8 2.0 0-32 6.2 4 
CO See 1-17, 11.3 6.0 18-69 48.5 11.3 62-124 96.7 11.2 0-16 85 2.9 0-38 9.5 94 
1-17, 9.3 5.0 18-69 45.6 12.2 64-122 99.7. 9.4 1-16 10.1 2.2 0-32 7.7 7.7 


received no additional instruction at the in- 
stitution. The orientation course for attend- 
ants is of 2 weeks’ duration at the onset of 
employment. 

For statistical data for all employee grcups 
see Table 1. 

Medical, psychiatric, and psychology staff 
members were not included in any of these 
data. 


METHOD 


The IQ was obtained from the Revised 
Beta Examination administered in August, 
1951, at which time all employees also took 
the Minnesota Multiphasic Personality In- 
ventory. All new employees since that date 
received not less than the above tests as part 
of the applicant screening program. This 
screening program assures that the new em- 
ployee has not less than average intelligence, 
an acceptable personality, and high school 
education. This factor may have been a con- 
tributing difference in some of the data fol- 
lowing. 

A questionnaire “Prejudice Test” was de- 
signed to get sample opinion from the em- 
ployees of a 2,400-bed state mental institu- 
tion. The opinions desired were to include 


The questionnaire was scored by the psy- 
chology staff for the best representative an- 
swers reflecting a positive outlook in patient 
care. Each answer at variance to such scor- 
ing was counted as one degree of prejudice. 
All answers were scored to represent the best 
nonprofessional outlook. 

The highest possible prejudice is 39 and 
the lowest and best score is zero. The total 
number of statements used was 47, but 8 of 
that number had to do with personal inquiries 
and were deleted from the statistical report. 
See Table 1 for obtained scores and ranges 
of prejudice. 


RESULTS 


Table 1 shows the amount of prejudice for 
each employee group as well as the education, 
age, IQ, and length of work in mental hos- 
pitals. 

Table 2 shows the product-moment cor- 


TABLE 2 


Propuct-MoMENT CoRRELATION OF PREJUDICE 
Ace, IQ, anp EpuUCATION 


r P PEr 
43 OI .02 
Education — .58 OI 026 
IQ (Beta) ........ —. 75 OI O15 
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relation between age, IQ, and education. The 
level of significance for these correlations is 
sufficiently high to be considered representa- 
tive. 


Legend: Key = Desirable answer for lay employee. (A = 
agree, D =disagree). No A=% employees not answering. 
—= Less than 1%. 


Test statements 

1. Unusual behavior and peculiar ideas are always 
present in all mental patients. 

2. People who like to work around mental patients 
are usually somewhat mentally queer them- 
selves. 

3. Mental disease is not contagious............... 

4. Most mental patients are oversexed............ 


5. It is very difficult to insult or offend a mental 


People who work around mental patients often 

become ill themselves. 

8. All mental patients are very much alike....... 

9. In order to work successfully with mental pa- 
tients you should first win their confidence. 

10. Many people act insane to receive government 
support. 

11. Knowledge of mental disease is not harmful to 

well-adjusted, normal people. 

13. There is much that can be done for mental pa- 
tients aside from administering to their physi- 
cal wants and hoping they will get well. 

14. Insults and obscene language are invariably 
found with mental patients. 

15. One should pay no attention to requests from 
mental patients since they do not know what is 
best for them. 

:6. Some mental patients have a real sense of humor. 

17. When dealing with patients in a mental hospital, 
one should remember that they are different 
from normal people in their thinking and feel- 
ing. 

18. Mental disease is 

20. Nervous people are often helped by working in 
a mental hospital. 

21. Mental disease is not any more common in one 
race than in another. 

22. It is unnecessary to win a mental patient’s con- 
fidence because he mistrusts everybody any- 
way. 

23. Most mental patients are curable.............++ 


attitude is more important than an understand- 
ing of their disease. 
25. Most mental patients are homicidal. (Killers) .. 


should behave more normally. 


24. In working with mental patients a sympathetic 


26. Punishment often convinces a patient that he 


TABLE 3 


PERCENTAGES AGREEING AND DISAGREEING TO STATEMENTS BY EMPLOYEE GROUPS * 
difference between the 2 groups is significant 


P = The 
where indi 
Non- 
Attendants _— attendants 
A 
No No 
Ke A D A. A. BD. 
D 68 32 — 60 40 Oo 
D 17 83 =o 15 & 1 
A 74 26 0 75 23 2 
61 28 


>> 


> 


D 
D 


97 
87 


83 


25 


8 
22 


17 


75 


78 


(Continued on next page) 


° 


75 


71 


63 
15 


Table 3 shows the percentages of agree- 
ment and disagreement to each statement in 
the Prejudice Test as well as the levels of 
significant differences between the attendants 


All 


employees 


17 


8 


69 2 
17 
67 1 
4 — 
14 #1 
54 4 
7 — 
76 
87 1 
972 


P 


.05-.02 


.0I-.00 
(very) 


.OI-.00 
(very) 
.OI-.00 
(very) 


05-02 


.OI-.00 
(very) 


.02-.01 
.OI-.00 
(very) 


No 
16 84 — : 
7425 1 
(very) 
nn” i 22 78 © 27 71 2 23 76 1 
patient. 
D 14 & o 15 8 «1 14 1 
D4 — 232m 2 
A 97 2 1 4 96 
D 32 8 — 4m 5 
A 8 16 — 78 20 2 & ” 
A6 4-9 3 3 
D 74 2 — 57 40 3 Me 
D 27 73 — 43 56 1 - 
13 81 17. 2 8 
7 D 39 56 5 47 50 3 42 a 
D 38 62 — 36 i I 37 i 
AM m o %& 1 83 
1 8& 2 7 
A 53 47 0 30 59 2 48 Za 
Mo 39 6 1 27 
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TABLE III (cont’d) 


Test statements 


7: 
28. Wealthy people very seldom have mental illnes- 


ses, 
29. Masturbation is one of the principal causes of D 40 57 3 39 50 II 39 55 6  .OI-.00 
mental illness. (very ) 
30. “Everybody is a little crazy” at times and all D 52 48 — 37 61 2 47 52 I .OI-.00 
of us have had serious doubts about our sanity (very) 


at one time or another. 
31. Most mental patients appreciate favors that you A 98 2 — 93 5 296 3 | 
do for them. 
32. All mental patients like to be by themselves and D 16 83 1 21 77 2 18 8&1 I 
resent interruption and intrusions from out- 


34. You can usually tell whether a man is insane 
by the look in his eyes. 


35. Mental patients are really sick like other pa- A 79 20 1 76 22 2 78 21 1 
tients in other hospitals. 

36. The actions and speech of most mental patients D 33 67 — 34 64 2 33 6 I 
are revolting and disgusting to a person of 
fine breeding. 

37. Once a person has been mentally ill he cannever D 16 83 1 20 78 2 18 81 1 
lead a completely normal existence again. 

30. Some mental patients do not require kindness 76 67 
and consideration. 

40. Most mental patients come from the slums..... D 3 97 — 5 92 3 3 9 I .05-.02 

41. Mental patients need more punishment and criti- D 12 88 — 15 84 1 13 8 1 


cism than normal people because they do not 
understand what they are doing. 


. Demanding mental patients should be ignored.. D 32 67 28 
44. People who lead immoral lives often go insane D 52 46 2 50 48 2 52 46 2 
as a result. 
45. Mental patients have feelings and emotions like A 86 13 1 or 8 1 8 II 1 
other people do. 
46. Many insane people are really criminals and are D 32 67 1 39 660 1 34 65 1 


not sick. 


* Statements 6, 12, 19, 27, 33, 38, 42, and 47 were personal inquiries and were omitted from this study. 


and nonattendants, and the percentage of an- screening program for employees mentioned 
swers for all employees. above may have influenced these differences. 

Table 4 shows the significant differences The following observations are not in- 
between employees having less than one cluded in tables: The difference of prejudice 
year’s experience and those having between between 7-9 yr. employees and the 13-24 yr. 
6 and 10 years’ experience in working in employees is significant at the .o2 level with 
mental hospitals. It is pointed out that the the latter being more prejudiced. All possible 


TABLE 4 


SIGNIFICANT DIFFERENCES BETWEEN EMPLOYEES HAVING 0-I YEAR AND 6-10 YEARS OF 4 
Hospirat EXPERIENCE 


o-Iyrs. experience 6-10 yrs. experience 
=92 N=95 
‘ No. A D No A D NoA X2df=es F 
75 15 2 65 30 7.54 .05-.02 
ere 24 68 43 48 4 12.93 .0I-.00 (very) 
sae 35 56 I 54 40 I 6.71 05-.02 
50 3 58 36 I 


Non- All 
fe Attendants attendants employees P 
am No No No 
| FP Key A D A A D AA D A 
siders. 
* 
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combinations of male and female attendants 
and male and female nonattendant groups 
show the only significant difference to be the 
difference in prejudice between the male non- 
attendants and the female nonattendants 
(P=.05-.02). The male employees were 
more prejudiced. 


DISCUSSION 


The author believes that the hospital from 
which these data were obtained is fairly rep- 
resentative of state hospitals having similar 
personnel ratios for care and treatment. The 
answers to these statements show many 
places and points of needed correction. 

Firstly, the employees seem to be uncer- 
tain about the patients in their care. Some 
really do not know how to treat a patient in 
ordinary routine tasks. The opinions run 
the gamut from simply ignoring the patient 
to purposeful punishment. 

Secondly, it is rather obvious that a poor 
attitude is present in terms of a therapeutic 
atmosphere. Some employees hardly seem to 
appreciate the beneficial results of treatment, 
and others obviously question such results. 

Thirdly, some employees are simply afraid 
of the influence and contagion of mental ill- 
ness. Others believe in an invincible genetic 
barrier to treatment. Over half believe that 
nothing can be done for any patient once 
mental illness has set in. . 

Fourthly, Table 2 shows clearly that the: 
better educated, more intelligent, younger 
employee is less prejudiced. These facts 
should be of prime importance in establish- 
ing employment standards. 

Fifthly, the youngest group of employees 
is the least prejudiced, but the 5-year em- 
ployee is more prejudiced than some more 
experienced older groups. The obvious sug- 
gestion here is for continued periodical in- 
struction in treatment methods and patient 
welfare. Corrective attitude programs should 
include all ages and experience groups lest 
the older employees give an unfavorable in- 
doctrination to the job as it applies to pa- 
tients. 

Sixthly, orientation and education should 
not be limited to medical personnel but should 
include every department, old as well as new 
employees. 

Last, but not least, the institution from 


which these data were obtained does not 
condone harsh treatment methods. Anyone 
caught mishandling patients is subject to im- 
mediate dismissal. To this author, such a fact 
tends to add validity to the test answers that 
were given contrary to good treatment meth- 
ods. 


SUMMARY 


A “Prejudice Test” was given to 392 
state mental hospital employees representing 
every work group. The attendant personnel 
made up approximately 67% of all those tak- 
ing the test. Correlations were done on age, 
IQ, education, and length of employment in 
mental hospitals. Negative correlations of 
-.58 and -.75 were found for education and 
IQ and .43 for age with degrees of “preju- 
dice.” On some statements, attendants were 
more “prejudiced” than nonattendants. 

1. Between 0% and 20% of all employees 
agreed that: 

(a) people working around mental pa- 
tients are somewhat mentally queer; they 
often become ill themselves ; 

(b) all mental patients are very much 
alike; most are homicidal; all patients like 
to be by themselves and resent intrusions ; 
mental patients need more punishment and 
criticisms than normal people; once a per- 
son has been mentally ill he can never lead a 
completely normal existence again ; 

(c) wealthy people very seldom have 
mental illness; and mos; mental patients 
come from the slums. 

2. Between 20% and 40% of all em- 
ployees agreed that: 

(a) most mental patients are over- 
sexed ; masturbation is one of the principal 
causes of mental illness ; 

(b) it is difficult to insult or offend a 
mental patient ; some do not require kindness 
and consideration; demanding mental pa- 
tients should be ignored ; it is unnecessary to 
win a mental patient’s confidence because he 
mistrusts everybody anyway ; 

(c) many people act insane to receive 
government support ; many insane people are 
really criminals and are not sick; you can 
usually tell whether a man is insane by the 
look in his eye; 

(d) one should pay no attention to 
mental patients since they do not know what 
is best for them; punishment often convinces 
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them they should behave more normally ; the 
actions and speech of most mental patients 
are revolting and disgusting to a person of 
fine breeding ; 

(e) nervous people are often helped by 
working in a mental hospital (see I (a) 
above). 

3. Between 40% and 60% of all the em- 
ployees agreed that: 

(a) everybody is a little “crazy” at 
times and all of us have had serious doubts 
about our sanity; most mental patients are 
curable ; 

(b) mental disease is hereditary; peo- 
ple who lead immoral lives often go insane 
as a result; 

(c) in working with mental patients a 
sympathetic attitude is more important than 
an understanding of their disease. 

4. Between 60% and 80% of all employees 
agreed that: 

(a) unusual behavior and peculiar 
ideas are always present; insults and ob- 
scene language are invariably found in all 
mental patients ; 

(b) mental disease is not contagious ; 
mental patients are really sick like other pa- 
tients in other hospitals. 

5. Between 80% and 100% of all the em- 
ployees agreed that: 

(a) in order to work successfully with 
mental patients you should first win their 
confidence (see 2 (b) above) ; there is much 
that can be done for mental patients aside 
from administering to their physical wants 
and hoping they will get well ; in dealing with 
mental patients one should remember that 
they are different from normal people in their 
thinking and feeling ; 


(b) some mental patients have a real 
sense of humor; most of them appreciate 
favors you do for them; they have feelings 
and emotions like other people do (see 5 (a) 
above) ; 

(c) knowledge of mental disease is not 
harmful to well-adjusted normal people; 
mental disease is not any more common in 
one race than another. 


CoNCLUSIONS 


1. The less educated, less intelligent em- 
ployee is more prejudiced in his thinking in 
terms of mental illness than is the better edu- 
cated, more intelligent. 

2. The younger age groups and experience 
groups are less prejudiced than the older 
employees with more experience with mental 
patients. 

3. Nonattendant groups are, in most cases, 
equally prejudiced compared to attendant 
and medical workers. 

4. Standards for employment should be 
set as high as the applying population will 
stand in order to get the groups with the 
best attitudes toward mental illness. 

5. All types of employees should receive 
immediate orientation or educational instruc- 
tion as a means of correcting poor treatment 
and prognostic attitudes. 

6. Such courges should be repeated peri- 
odically for even the oldest employees. 

7. Such courses should include pertinent 
facts relative to cause and effect of mental 
illness, results, treatment successes, and rea- 
sons for failures, illustrated as much as pos- 
sible for the average mentality. 
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Classically, in mental hospitals there have 
been separate clinics for medical activities, 
occupational and other rehabilitation thera- 
pies, recreation, and all the various adjunctive 
therapies and services. This specialized ar- 
rangement has served some valuable func- 
tions since highly trained individuals were 
selected for the hospital staff and the patients 
received the benefit of the most modern clini- 
cal methods. Perhaps there was a philosophy 
that the best specialists could be secured for 
these clinics because of professional recogni- 
tion gained in developing and supervising a 
clinic. Thus the therapist became closely 
identified with the given kind of clinic. Hos- 
pital organization of this sort resulted in a 
need for integrating each specialist into a 
team and making each member of the team 
aware of the responsibilities and the contri- 
butions of all the other specialists. 

This need has been even greater with re- 
gressed mental patients than with others; the 
mental and emotional disturbance itself rep- 
resents some fragmentation of the individ- 
ual’s life pattern. Therefore it becomes pe- 
culiarly important for the hospital to be not 
just a place of individual therapies but actu- 
ally a healthy and integrated community to 
serve as the background for the individual’s 
return to health. All the employees in a men- 
tal hospital should be considered therapists, 
for they provide the framework within which 
the patient can relearn positive attitudes of 
cooperation, mutual respect, and interest in 
others. A healthy respect for the other man’s 
personality and identity becomes the pattern 
rather than the exception. Under the classical 
system of hospital organization each clinic is 
supervised by a therapist who usually repre- 
sents some authoritarian figure to the pa- 
tients. The resulting environment tends to 
limit the patients’ freedom of activity to those 
procedures within the province of the thera- 
pist. A Motivation Center serves a much 
wider purpose and provides the most general 


1 From the Veterans Administration Center, Los 
Angeles, Calif. 


A MOTIVATION CENTER 
A New Concept IN Tota, HospitaL Care * 
RICHARD V. FREEMAN, M.D., ann ABRAHAM SCHWARTZ, M.D., Los ANcgLgs, CALIF. 


type of laboratory in which the patient may 
develop his resources. It is characterized by 
providing within a large area the whole gamut 
of activities and services usually accom- 
plished piecemeal within the hospital. In such 
a Motivation Center the entire ward finds it- 
self in an area in which the nurses, hospital 
aides, social worker, psychologist, rehabilita- 
tion therapists, recreation therapist, and the 
community volunteer all can work under the 
leadership of the psychiatrist. There are a 
healthy environment and more opportunities 
for greater interpersonal relationships than 
could ever be provided in specialized separate 
clinics. The occupational therapist is not only 
allowed but encouraged to make use of most 
of the other treatment methods; the ward 
nurse is not restricted in such a Motivation 
Center to routine nursing procedures but can 
actually participate with the patients in 
wholesome and acceptable activities with the 
flavor of the real world outside the hospital to 
which the patient will eventually return. 

This kind of center is especially organized 
for treating large numbers of regressed pa- 
tients. With these it is often difficult for the 
doctor to determine exactly what treatment 
should be prescribed since the patient himself 
usually is unable to furnish clues as to what 
kind of contact might reach him. In the past 
these patients often received a trial-and-error 
treatment that was wasteful, with patients 
spending long periods in clinics without re- 
sponse. Treatment became delayed, and the 
patient’s progress may have been impeded by 
the experience of being “pushed” into an 
activity that had no positive meaning for him. 
The Motivation Center, which represents a 
pooling of methods, attitudes, and ap- 
proaches, places the patient in an environment 
that offers him the greatest number of oppor- 
tunities to express himself. In many cases he 
will gravitate toward the activity or that 
therapist offering him what he most needs. 
Here the Center not only saves time and ef- 
fort but also accelerates improvement since 
the patient is enabled to help in selecting the 
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manner of his treatment. Of course, this kind 
of organization is not suitable for all patients. 
Good-contact and nonpsychotic patients often 
benefit from very specialized and selected 
therapies such as formal education proce- 
dures. In such cases the hospital operates as a 
team in a different sense, without the geo- 
graphical combination that so characterizes 
the Motivation Center. 

The Center is located in a pleasant one- 
story building on an elevation somewhat apart 
from most of the other hospital structures. 
The floor is L-shaped and spacious, reminis- 
cent of a large ballroom with an attached 
wing. The wing is devoted to a sewing shop, 
distinct from the Center proper. The Center 
equipment is largely around the periphery, 
permitting easy flow of traffic around and 
across the room. Equipment includes occu- 
pational therapy tables and supplies, piano, 
phonograph, ping pong, punching bag, sundry 
games and balls, wood-working and painting 
section, and miscellaneous items. Volley-ball 
games are being organized behind the build- 
ing. The Center doors are generally locked 
while patients are present, and those outside 
the building must be observed for elopement 
tendencies. Each day a number of patients 
work in a large garden behind the building. 
Under the supervision of a professional hor- 
ticulturist and Center therapists, large quan- 
tities of flowers and vegetables are raised. 

The first obvious aspect of the Center is 
the informality. Patients arrive in a large 
group and are permitted to wander around as 
they please. Contacts with workers are casual 
and there is little evidence of hurry or pres- 
sure. Most patients have enough capacity for 
response eventually to become involved in 
some activity, usually related to a particular 
therapist. There is always the problem of the 
negativistic, chronically ill patients who cling 
to the wall in spite of all encouragement to 
activity. Most of these have shown some 
symptomatic improvement such as tidiness or 
reduction in combativeness but they remain a 
constant challenge to all the personnel. The 
Center functions throughout the day, treating 
a large number of these regressed patients in- 
cluding about 80 catatonics. Especially with 
the latter, group orientation methods are 
used, and here the physician serves to co- 
ordinate and integrate, which are his main 
functions in this kind of setting. These meth- 


ods are calculated to give patients and work- 
ers a feeling of real group-belonging. The 
participant must be motivated to feel it is de- 
sirable and worth while to develop his indi- 
viduality in ways acceptable both to himself 
and to his society. The patient must gain the 
conviction that he is respected as a sick adult 
who will not be rejected by parent surrogates. 
The environment must be consistent and con- 
vincing to be at all successful in counteracting 
feelings of isolation and difference, so acutely 
felt by the schizophrenic and reinforced by 
the attitudes of the so-called normal group, 
which senses the difference and communicates 
its hostility by rejecting him. Here in the 
Center feelings of isolation may decrease as 
emotional bridges are built, across which 
these people may reach other patients and 
more normal people. The patient has the 
privilege of not being herded from one place 
to another or being forced into situations that 
are unacceptable to him. The psychiatrist 
must spend a fair amount of time in the Cen- 
ter to assist all in remaining sensitive to the 
patients’ needs. The attitudes and reactions 
of the patients must be respected by all the 
therapists. Patients have an opportunity to 
note that others are not reprimanded for 
avoidance, nor harmed by participation in 
whichever of the wide variety of activities the 
Center affords, be it in crafts, music, ball 
tossing, gardening, reading, etc. When they 
become less fearful, they may no longer re- 
main silent spectators. Through example, by 
watching others in the clinic, they may muster 
enough courage to try to participate in some 
group activity, or try to relate to some par- 
ticular person. 

It is difficult to deal with authoritarian at- 
titudes in the essentially authoritarian en- 
vironment of a hospital. The psychiatrist 
must be careful to foster the diffusion of au- 
thority in this kind of clinic. Here the unique 
philosophy of the Center assists him by pro- 
viding an ideal treatment milieu. The pa- 
tient has suffered from fear or conflict with 
authority before arriving at the hospital; in 
the Center there is no fixed authority. The pa- 
tient suffered from wrangling and bickering 
at home before he came to our hospital; in 
the Center the personnel have no occasion for 
conflict between their disciplines since all 
work together freely for the benefit of the pa- 
tient. The patient suffered to a tremendous 


* 
3 
i 
¥ 


1953] 


R. V. FREEMAN AND A. SCHWARTZ 


141 


extent from fear and insecurity that he in- 
herited at home, in the schools, on the job, 
and in the community. The Center provides 
therapeutic examples for the patient, since 
each therapist in the clinic need not fear that 
his particular profession will be violated by 
others. Each therapist and volunteer in the 
Center is welcome to participate with the pa- 
tient in any of the various activities, usually 
under the professional guidance of the thera- 
pist in that area. This actually sums up to a 
working team, not in terms of lip service, but 
in reality. 

Among classically operated clinics there 
was inevitably some degree of competition 
for the patient. The prize essentially was the 
patient’s improvement and “who gets the 
credit for it.” The problem is not solved by 
assembling a group of therapists in one area. 
Sensitivity, flexibility, and conviction are de- 
manded from the psychiatrist in transform- 
ing such a group into a team. He must be 
careful not to assume an authoritarian atti- 
tude toward others in the clinic who may wish 
to impose this attitude upon him as a means 
of solving their problems. Postclinic orienta- 
tion meetings have been very important in 
dealing with the attitudes of all workers. In 
the early days of the Motivation Center it be- 
came apparent that difficulties in interrelated- 
ness were not limited to the patient. It was 
considered advisable to hold meetings im- 
mediately after patients had returned to the 
wards. The psychiatrist in charge of the clinic 
usually presides as chairman, but the psy- 
chologist, social worker, corrective therapist, 
or others may take over, depending upon the 
subject under discussion. The nature of the 
meetings is informal, and each is urged to 
talk about his feelings toward the patient, the 
patient’s feelings toward him, or whatever. 
Such discussion leads to exploration with re- 
sultant feelings of perplexity, anxiety, and 
uncertainty. Some understanding of these 
feelings must be gained before personnel can 
establish more meaningful relationships with 
patients, and here the psychiatrist finds one 
of his greatest challenges. Irrational attitudes 
of defensiveness must be handled cautiously, 
and the psychiatrist really finds himself treat- 
ing the group that treats the group. Com- 
ments from therapists and volunteers and 
their obviously improved techniques in the 


Center have demonstrated the value of these 
continued meetings. 

It must be clear in the minds of all the 

workers in the Center that the emphasis is al- 
ways on the interpersonal relationships and 
never on the specific activity. In the Motiva- 
tion Center any one of the therapists may de- 
velop good rapport with the patient by ex- 
ploration of various ideas, ordinary conver- 
sation, or just warm human feeling, which is 
easily recognized. All are made to realize that 
evidences of contact or rapport must be ex- 
ploited very quickly and to the highest pos- 
sible extent. One example suffices. 
The patient had an extensive academic training that 
never again became apparent following the onset of 
his psychosis. The educational (rehabilitation) 
therapist felt it would be valuable to introduce some 
academic interest but had no way of getting in touch 
with the patient. The volunteer worker had no spe- 
cial knowledge of these facts but by chance devel- 
oped a good relationship with the patient. The vol- 
unteer was able, following discussion, to bring the 
educational therapist in contact with the patient and 
utilize the latter’s academic background as a means 
for activity interest and improved socialization. 


The unobtrusiveness of the techniques gives 
the patient considerable liberty. He has con- 
stant and unlimited opportunity to begin emo- 
tional exchange with a group of people who 
are interested in him and accept him. The at- 
mosphere is consistent and reliable, since all 
the workers remain permissive and nonpuni- 
tive. Some catatonic patients seem to be get- 
ting the idea tl.at at least this group of people 
can be trusted, and so they need not indulge 
in “‘retaliative hostility.” The emphasis is al- 
ways on getting the patient involved in some 
relationship or activity rather than doing any- 
thing to or for him. An ounce of participa- 
tion clearly is worth many barrels of passive 
exposure. Exploration must be constant and 
untiring. A regressed patient may one day be 
willing to return a ball, whereas he never 
would before. This kind of event, quickly fol- 
lowed up, has led to some group participation 
for the first time in many years of the pa- 
tient’s psychosis. 

We have subjective and objective evidence 
of the improvement in these patients, most of 
them hospitalized several or many years. Im- 
provements in behavior and appearance are 
obvious to the casual visitor in the building. 
One staff member who had not visited this 
group of patients for a long time felt unsure 
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of his location on entering the wards and 
asked the nurse if this was the “catatonic 
ward.” Formerly he had been accustomed to 
seeing the patients with the usual stigmata of 
untidiness, posturing, etc., and required some 
reassurance that these were the same patients. 
His feeling on entering these wards was that 
of entering an area for patients of an inter- 
mediate level of illness rather than one desig- 
nated for our most regressed individuals. 
There have been many such opinions. More 
objectively, our staff nurses have maintained 
a daily record of the 80 catatonic patients 
in this area with regard to frequency of soil- 
ing, episodes of hyperactivity, periods of 
combativeness, and other morbid behavioral 
characteristics. With few changes the group 
has been the same during the period from 
September, 1951, before the origin of the 
Motivation Center, to September, 1952. Com- 
paring these two Septembers we find that 
episodes of marked hyperactivity were re- 
duced from 139 to 17, belligerency without 
provocation reduced from 32 to 13, and simi- 
lar reductions are noted in frequency of soil- 
ing and wetting. Formerly violent patients 
have become much more approachable. For- 


merly it was possible to send only small 
groups of patients to outside activities such 
as the theater or dances in the recreation 
building. Following a few months’ operation 
of the Motivation Center it became possible to 
send the entire group to these activities on 
many occasicns. Usually only 4 or 5 patients 
are kept from these activities at any given 
time. 

Our conclusion is that the Motivation Cen- 
ter for regressed patients provides an excel- 
lent area for bringing together all neuropsy- 
chiatric hospital workers into a team that 
really combines good theory with sound and 
reasonably prompt practical results in terms 
of patient improvement. The Center pro- 
vides a unique area that has many of the 
aspects typical of an actual community that is 
really healthy, with full emphasis on those 
features that can play a major role in assist- 
ing the patient in the direction of health. 
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A BALANCED CONCEPT OF CHILD TRAINING WITH 
SOCIAL IMPLICATIONS * 


FREDERIC T. ZIMMERMAN, M.D., anno BESSIE B. BURGEMEISTER, Pu. D. 
New York, N. Y. 


In our published reports to date on the re- 
tarded child we have been occupied chiefly 
with the neurophysiological mechanisms of 
the mind and its fundamental mutability. We 
soon noted, however, and so reported(1) 
(although this has largely been overlooked in 
the heat of controversy over the fixity of in- 
telligence quotients as challenged implicitly 
by our researches) that greater improvement 
occurred in well behaved, than in badly be- 
haved, children. 

Since a child’s behavior is a reflection of 
his emotional adjustment and his emotional 
adjustment is likewise a reflection of his pre- 
vious training, our attention became increas- 
ingly focused on the role of training and its 
social implications as an adjunct to any 
chemotherapeutic treatment. 

This paper, then, represents a crystalliza- 
tion of our experience in the training and 
management of children. It is presented in 
the hope of stimulating a re-examination of 
accepted tenets of child training and educa- 
tion in the light of scientific evidence, both 
in the animal and human fields. We approach 
this subject from the viewpoint of the biol- 
ogist, psychologist, and physician, and not 
the professional educator, although our goals 
are identical. 

We believe this background gives us the 
broad perspective necessary to observe the 
universal principles operating in the training 
of either child or animal, and we see nothing 
incongruous in a view that holds that these 
basic principles apply equally well to both 
animal and child. 

We do not believe that it is beyond the 
scope of this paper to discuss, in addition to 
the dynamics of the family, some of the ob- 
servable social results arising out of incor- 
rect methods of training. In other words, 
with retarded children we have observed that 
the problems of the retarded-child family are 
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not different from those of the “normal 
family” except in degree. A clinic such as 
ours, which treats the family as a unit and 
not just the retarded child, is accordingly in 
a position to study the basic principles of 
family life just as the mental hospital can 
provide information on the development of 
the psyche. We believe also that the observa- 
tions developed here are, on the whole, ap- 
plicable to any family, since life in the re- 
tarded-child family from the standpoint of 
basic mechanisms is life in pure culture. The 
emotional stress of having a retarded child 
merely brings the basic strengths and weak- 
nesses of the family mechanisms to the sur- 
face more readily for observation. 


Part 1. DyNAMICcS OF INTER-FAMILY RE- 
LATIONSHIPS AND ITS BEARING ON 
CuILp TRAINING 


RELATION BETWEEN INTELLIGENCE AND 
BEHAVIOR 


Much misinformation exists regarding the 
nature of mental retardation and its expres- 
sion in behavior. Unfortunately, physicians 
and educators are too frequently the worst 
offenders, who give advice based upon lack 
of knowledge or personal bias, rather than 
upon scientific fact. From our experience it 
has become clear that many of the difficulties 
attributed to lack of intelligence have very lit- 
tle relationship to intelligence, but are, in- 
stead, imposed upon the retarded child by 
external pressure. Many parents have been 
led to believe that social behavior, including 
temper tantrums and destructiveness, is an 
integral component of mental retardation and 
must be accepted as such. They therefore 
fail to apply proper training methods since 
they have been told by those in authority that 
“all retarded children behave badly because 
they are too dumb to learn.” 

Such a statement not only is contrary to 
fact but violates the laws of nature. It is, of 
course, at variance with animal experimen- 
tation where much less highly developed 
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nervous systems such as those of the minnow 
and earthworm can be taught a correct re- 
sponse through conditioning and habit (2). 

The same mechanisms of conditioning, 
which have their bases in the reflex type of 
action and extend to the most complex type 
of nervous system possessed by the animal 
known as man, are universally applicable. 
Pavlov demonstrated conditioning using dogs 
(3) and it is obvious that the formation of 
habit patterns through repetition and con- 
ditioning apply equally well to animals and 
to children, since two separate sets of laws do 
not exist. 

We contend that intelligence and behavior 
have less relationship than do training and 
behavior, so far as the general adjustment of 
an individual is concerned. We believe that 
patterns of behavior that are the result of im- 
proper training methods may prove more det- 
rimental to a retarded child than the mental 
retardation itself, and that poor social be- 
havior and habits are not inevitable by-prod- 
ucts of limited intelligence. 

The fact that behavior problems so fre- 
quently occur among cases of mental retarda- 
tion is undoubtedly the reason why limited 
intelligence is believed to be the cause. We 
have, of course, found that many of the 
retarded children receiving gluta‘nic acid 
therapy are spoiled or maladjusted, in addi- 
tion to being limited intellectually. “{heir be- 
havior is a product of their social milieu, how- 
ever, and is not due to innate biologic defi- 
ciency. Maladjustment and perverse behavior 
occur along the intelligence scale at all levels, 
but are highlighted in the mentally retarded 
child. This is not so much because he is de- 
ficient intellectually, but because he is con- 
sidered a social misfit. We have many pa- 
tients of average intelligence who came to us 
for treatment of “mental retardation.” Be- 
cause all other members of their families are 
intellectually superior, they are regarded as 
“dumb.” Their problem is identical to that of 
the genuine mental defective, since the source 
of difficulty in both instances is, indeed, not 
lack of intelligence, but inability to meet so- 
cially imposed standards of conduct. These 
social forces interact with the biological and 
constitutional factors of an individual from 
the time he is an infant, and have their initial 
and most far-reaching influence in the family 
unit. 


Since man is an animal, he is born essen- 
tially as a savage, is egocentric and wants to 
do what he wants to do when he wants to do 
it. He is a social animal, however, and also 
needs to “belong.” He is therefore willing to 
compromise to some degree, and to modify 
his basic desires in order to “belong” and to 
be acceptable to the society in which he finds 
himself. In his early social development he 
identifies first with members of the family 
unit and gets his first feelings of “belonging- 
ness” from them. Psychological factors of 
special importance in the development of his 
early behavior include imitation, sympathy, 
and suggestion. Emergence of the “ego” is 
enhanced by identification with the mother 
and by means of verbalization. Maturation 
of the organism and social learning proceed 
simultaneously so that the child is learning 
while he is growing and growing while he is 
learning. The two processes cannot be sepa- 
rated, even though one is biological and the 
other social in origin. It is tragic in the case 
of the retarded child that this is so little 
understood. Advice is frequently given to ig- 
nore the child’s asocial behavior and to “let 
him alone” because “he will grow out of it.” 
Nothing could be further from the truth. 
What actually happens is that instead of 
“growing out” of infantile behavior he 
“grows into it” iurther as time goes on, and 
presents an increasingly acute behavior prob- 
lem because of early lack of ‘understanding 
and attention on the part of the parents. Civi- 
lizing a child so that he fits the social milieu 
is the parents’ job, and where this is ne- 
glected, the child may be expected to show 
primitive behavior such as is found at the 
animal level of development. 


FAMILY RELATIONSHIPS 


Parent Relations.—As an onlooker the re- 
tarded child is keen to sense that he is unac- 
ceptable to one or both parents, and that his 
presence constitutes a source of friction be- 
tween them. As we have previously pointed 
out(1), this is because he is considered a re- 
flection against their creative forces, and it is 
natural for each parent to wish to avoid re- 
sponsibility for producing him. They often 
try to blame each other, either by looking for 
a weakness in the partner’s hereditary strain, 
or in some personality characteristic. For ex- 
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ample, one mother of a mentally defective 
child, whose husband is a successful engineer, 
said to us, “It’s no wonder my child is slow. 
He takes after my husband. He’s lethargic 
and dull, too. I’m just the opposite.” 

When other methods fail in the search for 
a “goat” to explain the child’s existence, one 
parent will often blame himself, or herself, as 
the case may be. Here all sorts of ration- 
alizations may be used, accompanied by guilt, 
self-pity, self-hate, etc. Whatever the tech- 
niques are, however, the end result is the 
same, namely, rejection of the retarded child. 
In terms of overt behavior toward the child, 
expression usually is excessive, and it is gen- 
erally found that one parent tends to neutral- 
ize the excessive behavior of the other by 
overcompensation in the opposite direction. 
Thus the retarded child is generally con- 
fronted by inconsistent, confusing, and frus- 
trating experiences, to which he cannot find 
any satisfactory solution, and to which his in- 
tellectual limitation is only remotely related. 
What the parents often discover, however, is 
that the child is bright enough to realize that 
his greatest asset is to encourage disunity of 
parental viewpoint with a chance to dominate 
one parent by pitting him against the other. 
In this way he shits the responsibility for his 
own actions at least partially to his parents. 
It is such confusion that lays the basis of aso- 
cial or anti-social behavior in the child, 
whether retarded or normal. Because he tends 
to express his motivation in actions rather 
than in ideas, we say he constitutes a behavior 
problem. In an adult we would term his tech- 
niques neurotic. 

Sibling Relations ——In our modern society 
the siblings of the retarded child are likewise 
torn in two directions. According to ethical 
standards and religious ideology, which 
teaches brotherly love, they are expected to 
show affection and kindness toward someone 
of whom they are made ashamed by society. 
If, in addition, they are a part of a neurotic 
family unit such as we have mentioned, it is 
clear that feelings of ambivalence toward the 
retarded sibling are inevitable. Rejection, 
guilt, and other components appear in the 
siblings also, which add to the already com- 
plicated picture and intensify the problem for 
the retarded child. 

Parent-Child Relations—We believe that 
the mechanism of rejection is of paramount 


importance in understanding the behavior 
disorders of the mentally retarded and, in 
many instances, the normal child, since a child 
is often considered a drag on the self-seeking 
strivings of the parents in this selfish and 
materialistic culture. Parental rejection, the 
converse of love, may be of varying degrees 
and may take a variety of forms. It is, never- 
theless, the one most potent factor in deter- 
mining the child’s ultimate emotional adjust- 
ment or maladjustment. 

Overt hostility is, of course, one of the 
most direct expressions of the rejection 
mechanism. Fortunately most parents do not 
express their hostility as clearly as in the fol- 
lowing case recently reported in the news- 
papers. 


It concerns a 3-year-old retarded child with cere- 
bral palsy who was found wandering around a 
super-market. Investigation revealed that the par- 
ents had abandoned him, and the mother is quoted 
as saying she would prefer to “spend the rest of 
my life in jail rather than take him back.” The 
youngster’s father, who was employed and could 
support him, said he also would refuse to care for 
the boy. The mother stated that she loved the 
boy, but “I just couldn’t stand him. He makes me 
nervous. To everybody else he is cute. He just 
seems to know he gets our goat. He’s into every- 
thing, and there is no use spanking him.” 


This is an extreme case of rejection, of in- 
ability of parents to accept their problem 
realistically, and of their failure to apply 
proper training methods. 

Hostility of a more passive nature, but 
equally harmful, is that which expresses it- 
self in a minimum of physical care and com- 
plete neglect of mental and emotional devel- 
opment. Such a child, like an orphaned ani- 
mal, is left entirely to his own devices so far 
as training and learning are concerned. As an 
infant he is placed in a play pen without toys 
day after day, and later put out like an animal 
to pasture in a yard with a fence around it. 
On rainy days he is dressed and fed and then 
placed before a television set because it 
“keeps him quiet.” When parents of such a 
child are confronted with evidence of their 
neglect, they invariably use the excuse that 
they thought the child was “too dumb to 
train.” What they ought to say in all honesty 
is that the only way they can tolerate him is 
to have as little to do with him as possible. 

Overt hostility and neglect naturally con- 
stitute two of the most direct and primitive 
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expressions of rejection. More subtle types 
of torture are possible, just as damaging, 
and even more confusing. In these forms 
hostility is disguised under the cloak of con- 
cern for the child’s welfare—a trait univer- 
sally observed among “normal families” with 
normal children. 

One method that we see repeatedly, by 
which rejection is expressed indirectly, is ex- 
cessive training of the child along the lines 
of formal education and “improvement of his 
mind for his own good.” In these cases the 
child is expected to meet impossible educa- 
tional standards, and the parents’ insistence 
that he do so is indefatigable. The following 
excerpts from case histories illustrate this 
point. 

Case 1.—A 5-year-old mongol boy with a mental 
age of 2 yrs., 6 mos. by test, IQ 50, is being forced 
by his mother to “read.” By constant repetition she 
has succeeded in teaching him to associate a few 
words with pictures in a book that she carries with 
her. He cannot, of course, recognize the words else- 
where, and needs cues from the pictures in order 
to “read” the words. Actually he would need 3 or 4 
times his own mental age to fulfill her aspirations. 
This was explained to the mother and disapproval 
of her efforts was expressed. She replied, “He'll 
learn to read, if it’s the last thing he does. Every- 
body has to read to get along in life. It just takes 
time and patience.” 


When the mental age of a child is high 
enough to master the mechanics of reading 
only, it is incredible to observe what satis- 
faction this gives parents, even though the 
child has no comprehension of what he has 
read. Parents can, at least, boast that their 
offspring is able to read, which to them ap- 
parently is the essence of culture. 

Arithmetic is also considered indispensable, 
as Case 2 illustrates. 


Case 2.—A 13-year-old girl with a mental age of 
3 yrs., 3 mos., IQ 25, had attended one of the best 
private schools in the country for 10 years. She 
makes an excellent social impression, is able to 
carry on a conversation surprisingly well consider- 
ing her limited ability, and is cooperative and help- 
ful. Nevertheless, her mother’s comment is, “That 
school didn’t teach her a thing. I don’t care whether 
she knows how to ride a horse, or how to dress for 
dinner. I want her to add and to make change cor- 
rectly. I brought her home this year and I’ve taught 
her more already than they did in 10 years.” (In- 
cidentally, the girl cannot even count correctly by 
test, whereas making change requires approximately 
a 9-year mental level, or about 3 times the mental 
age that she possesses.) 


It is apparent that neither of these children 
can reach or even approach the goals set by 
their parents, even by extreme and continu- 
ous effort, and in this connection the intel- 
ligence quotient itself is one of the most 
dangerous concepts involved. It seems para- 
doxical that physicians and educators who 
most frequently make disparaging remarks 
about the validity and reliability of the intel- 
ligence quotient are those who, after one is 
obtained, treat it as an infallible index. They 
convey the impression to parents that a cer- 
tain intelligence quotient is a goal toward 
which the child should strive and that once 
it is reached his problems are over. 

An example of this, together with over- 
emphasis by the parent on formal learning is 
clear in the following case history : 


CasE 3.—A 10-year-old boy had been rejected by 
3 rural public schools because their systems could 
not provide for children with an intelligence quo- 
tient below 50. He was brought to us for examina- 
tion and it became apparent immediately that he had 
been coached on Form L of the Stanford-Binet In- 
telligence Test, which is the form most frequently 
used by schools in New York State. The examiner 
therefore substituted Form M of the test, which is 
an alternate form, but the mother had anticipated 
this possibility and had coached him there also. The 
coaching had been so thorough that the boy often 
began giving answers before instructions had been 
completed. When asked how he knew what the 
examiner wanted, he said, “Oh, my mother keeps 
asking me these questions all the time.” The mother, 
of course, denied tuition, but did state that he 
“must get an IQ of 50, so that he can go to school.” 

Even under the circumstances, the boy’s IQ was 
only 43, and on performance tests, with which he 
was unfamiliar, he rated only 35. The mother was 
unable to accept the advice that he would undoubt- 
edly be dropped because of failure, even if she used 
pressure to get him admitted. Instead, she re- 
marked emphatically, “He’ll make good all right, 
if they give him a chance. I’ll see that he does.” 


In contrast to the preceding examples, 
there is another pattern of rejection ex- 
pressed by excessive affection. The child is 
pitied to such an extent (and the self-pity of 
the parent is so far-reaching) that the child 
is considered as a martyr and all but wor- 
shipped. No discipline is administered, even 
when physical violence occurs in the forms of 
biting, kicking, and slapping the parents or 
others. In fact, many parents give the impres- 
sion that they enjoy being badgered. They 
kiss and hug the child following such demon- 
strations, and any attempts by others to cor- 
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rect the child are immediately met with pa- 
rental disapproval. Although the child may 
have been brought to us by parents for the 
express purpose of testing and examination, 


the procedure itself is often misconstrued as. 


an intrusion upon the child’s private life, and 
he is made the sole judge of whether or not 
he will cooperate. When test material is pre- 
sented, the parent will often ask the child, 
“Do you want to play with this?” or “Will 
you do this?” If he immediately throws the 
material to the floor, the parent picks it up 
and remarks, “I thought he wouldn’t bother 
with that. He does only what he’s interested 
in.” 

Surely such techniques are as devastating 
to the retarded or normal child as those of 
overt neglect or hostility, since they tend 
equally to frustrate him, to curtail his emo- 
tional and mental development, and to inter- 
fere with the learning process. 

Finally, one of the most tragic expressions 
of rejection is that shown by over-protective 
parents. It is our opinion that these individ- 
uals, basically oversensitive, hypercritical, and 
dissatisfied, have been unable to accept their 
own role in society or to satisfy their craving 
for affection (see Symonds (4) ). Because 
they are egocentric and discontented, they ob- 
tain satisfaction by making certain that their 
children will “profit from” the parent’s ex- 
perience and will be shielded from people and 
situations that they have found distressing. 
Not only are dogmatic principles set down 
for the child, but because of the parent’s own 
insatiable needs and frustrations the goals 
themselves are confused and ambivalent. 
Such parents seem to operate under a double 
set of standards, one set applying to everyone 
else, and the other set to them. The child is 
also given to understand that dire results 
follow disregard of parental advice, but there 
is no parallel guarantee that, following such 
advice, he will receive the expected parental 
approval and affection. The parent’s need to 
dominate and to control the child’s develop- 
ment increases as other sources of satisfac- 
tion fail, and enslavement is finally accom- 
plished by the establishment of feelings of 
insecurity, unworthiness, and guilt because 
the parent’s every whim cannot be met. Over- 
protective parents are omnipotent parents, in 
spite of their protestations to the contrary. 

One of the earliest manifestations of over- 


protectiveness that we have observed clini- 
cally is the reluctance of parents, especially of 
the mother, to have the child go anywhere 
without them. When it is apparent that the 
child is responsive and willing to come with 
the examiner for examination and testing, the 
mother frequenly will state in an injured tone, 
“Oh, he won’t go without me.” It is plain that 
the parent resents the child’s step toward in- 
dependence and he is placed in the position of 
incurring parental disapproval by his action, 
even though he has been encouraged to be 
“friendly.” It is an example of how the child 
is required to operate under a double set of 
standards and an expression of the “he can’t 
have anyone but me” philosophy. 


SOCIAL RELATIONS 


Whether or not rejection is present to an 
acute degree, it must be said, in fairness to 
parents of mentally retarded children and to 
their siblings, that society itself is often re- 
sponsible for aggravating their problems. 
Very frequently parents put forth a great 
effort to accept the child realistically and ob- 
jectively, and are making it possible for him 
to reach an adequate adjustment, when some 
helpful friend or relative dwells on the notion 
that he is a menace and “ought to be put 
away.” Playmates are also inadvertently 
cruel, and we frequently find parents report- 
ing that, in spite of their efforts to make the 
child feel he is like everybody else, some child 
will tell him he is “dumb”and will not play 
with him. As we mentioned previously (1), 
where his limited intelligence prevents him 
from competing equally with normal children, 
it is difficult for the retarded child not to feel 
his inadequacy. This may be prevented only 
when he is placed among children of his own 
mental age, where he can compete on equal 
terms. Where feelings of inadequacy result 
from social pressure, however, they may 
greatly be alleviated by understanding and 
proper training at home. They are much less 
apt to make a permanent impression, if the 
child “belongs” to the family unit and is se- 
cure. 

By the time the children whom we are dis- 
cussing reach us, however, their problem 
usually is not one of training but of retrain- 
ing. Bad habits have become so fixed as the 
result of improper training methods that it is 
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very difficult to alter their behavior patterns. 
Children and parents alike need psychiatric 
help and guidance. By the application of 
proper training methods originally, however, 
this dilemma could be avoided. 

It is very difficult to change parents. Even 
when they are given advice and instruction 
the task is time-consuming and the prognosis 
only guarded. For, in addition to other deep- 
rooted psychological factors in the makeup of 
parents, the child has become “typed” in their 
minds. The child likewise has “typed” the 
parent and he has already assumed a charac- 
ter role in his life just as an actor does on the 
stage or screen. It is, in fact, the frequent 
complaint of actors that they are always given 
roles similar to the one with which the public 
has associated them in the past. Their pro- 
ducers argue with considerable logic, how- 
ever, that they would be unconvincing in a 
radically different role for some time to come. 
It is just as hard for a child who has “typed” 
his mother over a long period as the mean old 
witch of Hansel and Gretel suddenly to be- 
come convinced that she is really Cinderella’s 
fairy godmother. 


Part II. THEORIES AND METHODS OF 
CHILD TRAINING 


It is significant that during the past few 
decades educational methods generally have 
reflected a radical change in viewpoint from 
nineteenth-century authoritarianism. Under 
the authoritarian system, where to “spare the 
rod” meant to “spoil the child,” success of 
training was judged primarily by social con- 
formity, and little allowance was made for 
nonconformists. With the development of 
psychiatry and psychology, however, which 
recognized individual differences in ability to 
accept socially imposed restrictions, more and 
more attention was paid to the individual 
child and his problems. Educators expressed 
this trend toward individualism in curriculae 
such as those of progressive education, and 
Dewey(5) himself felt that individual inter- 
est must be determined and developed. 

Such a principle is sound, we believe, psy- 
chologically and biologically insofar as it con- 
siders the condition and capacity of the or- 
ganism at the time of response, and stresses 
the fact that, unless the condition of the or- 
ganism is known, prediction of behavior is 


difficult, if not impossible, for any given 
stimulus. In application, however, this trend 
has gone too far, and recently it seems as if 
“progressive method” were better described 
as “permissiveness.” Permissiveness denotes 
a tendency toward excessive individualism 
where no discipline or very little discipline is 
applied for asocial or antisocial behavior. 

In its historical setting this particular 
theory found fertile soil for a variety of rea- 
sons. Among these is the fact that it grew in 
a materialistic and self-indulgent culture 
among people who often found the training 
and socialization of children burdensome; it 
was the direct result of individualistic empha- 
sis where parents were made to feel that dis- 
ciplining their child might cause neurotic 
frustration, and that he was so fragile a 
mechanism that some simple reprimand might 
leave permanent scars of maladjustment. 
Also, because child training requires emo- 
tional balance, is repetitious and onerous, it is 
much easier to give a child what he wants 
than to exercise the fine shades of judgment 
as to when it is necessary to correct him. 

Hence progressive theory with its “per- 
missiveness’’ falls short, we believe, in its de- 
termined reaction against authoritarianism by 
failure to recognize that highly individualistic 
responses are still subject to basic psycho- 
physiological principles and the by-products 
of universal laws such as conditioning. 

_ By definition, a conditioned response is one 
which is elicited by a stimulus that usually is 
inadequate biologically to arouse the response, 
but which, by simultaneous presentation with 
the biologically adequate response, comes to 
be an effective substitute for the biologically 
adequate stimulus. 

In order for a substitute stimulus to be- 
come effective, it is absolutely essential for it 
to be presented often enough for a strong 
bond to be formed between the particular 
stimulus and the particular response. If the 
stimulus is discontinued too soon, condition- 
ing will not take place. 

It is likewise true that habits only partially 
learned are much less subject to transfer to 
other habits and behavior than those that are 
deeply ingrained by repetition and condition- 
ing. It seems to us, therefore, that especially 
in the formative years of early childhood pre- 
dictable behavior, habit and character forma- 
tion, as well as socially acceptable behavior, 
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depend, in the last analysis, upon the persist- 
ent application of this psycho-physiological 
principle. 

In life, nature does not operate by ex- 
tremes, but in a continuum of dynamic equi- 
librium. Expressed in mathematical terms, 
this biological principle is known as the 
“theory of the means.” In human terms it is 
covered by the words “temperate” and “mod- 
eration.” In direct biological terms this prin- 
ciple states that nature operates predomi- 
nately by moderation and development occurs 
by evolution rather than by revolution. We 
believe, therefore, and it has been our ex- 
perience, that the balance between social 
adaptability and individual preference can 
best be achieved by a balanced method of 
child training, i.e., by a combination of re- 
ward and punishment, expressed in biological 
terms, or, in human terms, by restraint and 
discipline operating in a basic matrix of love. 

Unfortunately, the word discipline has an 
unpleasant carry-over from authoritarianism 
and often produces an antagonistic reaction. 
It does not, however, necessarily imply the 
concept of pain in a degree comparable to 
corporal punishment or revenge, but is 
merely an adjunct that facilitates condition- 
ing a child by utilizing the principle of domi- 
nance, or heightened awareness. A child 
brought up in an unreal atmosphere without 
the security of sufficient restraint must of 
necessity, we believe, have irsufficient 
strength of character to meet the vicissitudes 
of life as an adult and to deal with situations 
requiring self-denial and compromise. This 
same adult as a parent is confused, lacking in 
standards, and is naturally unable to follow a 
proper course in the management and train- 
ing of his own child. 

There is extensive evidence throughout 
animal experimentation for the value of re- 
ward and punishment in learning (2, 6-8). 
Along with this the corollary follows that, 
unless reward and punishment are consistent 
and fit the conditioned response, frustration 
and neurotic behavior in the animal result. 

As Morgan(Q) points out, 

Conflict is induced by having an animal acquire 
two learned responses, each under its own strong 
motivation, which are incompatible with each other 
and then putting the subject in a situation where 
both reactions are called for. Thus, a rat may be 
taught to jump to a “correct” door to obtain reward 


for strong hunger and be taught also that it will 
be punished severely if it jumps to an “incorrect” 
door; then by presenting the animal with only one 
door which is “incorrect,” the animal is torn be- 
tween jumping and avoiding punishment [see (7)]. 
Or it may learn to choose a circle and avoid an 
ellipse and later be given an ellipse which is indis- 
criminably different from either a circle or an 
ellipse; the animal is, therefore in “conflict” as to 
which response, approach or avoidance, is required. 
Neurosis produced in this way, it may be pointed 
out, is related to the principle of effect, ic., the 
response most appropriate to reward or effect can- 
not be selected. 


Biologically, nature does not operate by 
two sets of basic principles—one for the ani- 
mal and one for man—but actually as a 
continuum on a scale running the gamut from 
the lowest form of living organism to the 
highest. While wide differences in behavior 
among species exist, so that complete anal- 
ogy cannot be drawn, nevertheless, these dif- 
ferences are not those involving fundamental . 
and universal processes such as conduction, 
coordination, integration, learning, etc., but 
those of increasing elaboration and com- 
plexity in the expression of these laws as we 
move up the scale of life. Along with this, 
one finds increasing unpredictability of be- 
havior, the animal known as man being the 
most unpredictable. 

Many parents constantly present situations 
to their children that are just as confusing as 
these cited above in the case of the rat. They 
start to apply sensible methods of correction 
and say “no” to the child when his action or 
wish warrants it. Following this, however, 
they seem to become overwhelmed by a sense 
of guilt or fear that they are being “too hard 
on him.” In order to compensate for this 
feeling they suddenly say “yes” and let the 
child do or have what he has wanted all along. 
Such a procedure not only is temporarily be- 
wildering to the child, but it prevents him 
from building up an adequate set of stand- 
ards, or values, by which to judge his own 
conduct. If the word “yes” means “yes” toa 
child at one time and “no” at another, his 
character structure will rest upon a very 
shaky foundation. If these practices are con- 
tinued for years, his behavior is likely to 
simulate that produced experimentally in the 
rat, and he will become confused and frus- 
trated. 

Our remarks imply, of course, that we be- 
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lieve conditioning to be an extremely perti- 
nent factor, especially in the formative years, 
and that this physiological mechanism should 
be utilized to its fullest extent in the develop- 
ment of simple habit patterns in the child. It 
likewise plays a highly significant role in his 
emotional adjustment. As Murphy(10) 
agrees, “To a considerable extent the com- 
plex fabric of our emotional life is developed 
by a process of elaboration of simple emo- 
tional responses through conditioning.’ 

We are aware that the mechanism of con- 
ditioning does not explain the learning proc- 
ess entirely. To assume that would be to err 
in the direction of oversimplification and in- 
accuracy. We do feel, however, that because 
direct expression of the mechanism is ob- 
scured by the highly integrative nature of the 
human organism and by the complexity of 
cultural forces operating upon it, there is a 
need for reiteration and emphasis upon its 
possibilities in moulding habit and character, 
especially in the early formative years of 
childhood. If its value is utilized in conjunc- 
tion with the concepts of dynamic psychiatry, 
it is possible to understand how the organism 
is enabled to use these conditioned patterns 
of behavior most effectively in its social 
milieu. 

We are likewise aware that the application 
of a balanced theory of child training pre- 
sents real difficulties for parents and educa- 
tors. We are, in fact, continually asked by 
parents to give specific recommendations for 
action in a variety of situations involving 
guidance. It is extremely hard to give such 
advice, because in the last analysis any re- 
sponse will be the product of a particular in- 
dividual in a particular situation. The appli- 
cation of love and discipline in moderation is 
a highly individualized affair, and depends 
not only upon the uniqueness of the situation 
but on the emotional makeup and previous 
conditioning of the child and parent. The 
nature and degree of love and discipline must 
be determined therefore by each parent for 
each child, and sweeping generalizations must 
be avoided because they do not take into con- 
sideration these complex factors. 

Parents, however, do need a guiding prin- 
ciple by which to train and rear a child. They 
should be encouraged to understand that 
principles, not details, are important. With a 
grasp of the basic principles the task is not 


formidable regardless of the minute com- 
plexity of any child. They should understand 
that needed security thrives in an atmosphere 
of love tempered with consistent restraint. 
Love does not mean cloying overindulgence, 
and restraint does not mean blind force ap- 
plied in an atmosphere of hate. 

It should be understood that a program 
based entirely upon appeal to love and reason 
is ineffective because the child, like an animal, 
is egocentric and will take advantage of love 
when bribery and appeasement alone are uti- 
lized to get his cooperation. In such cases it 
soon becomes apparent that the more he gets 
the more he wants. It should also be remem- 
bered that knowing and doing are two dif- 
ferent things. To assume that because a 
child understands something he will neces- 
sarily do it is foolish. Even adults with pre- 
sumably more understanding and judgment 
than the child frequently do not do the things 
they know they should do unless the penalty 
of avoidance is too great. So often in our 
experience these are the parents who de- 
mand more of the child than they demand of 
themselves. 

Parents should also understand that the 
technique of conditioning is applied by simple 
repetition. Most parents believe, especially 
the parents of retarded children, that the 
child must be able to understand the purpose 
of a particular corrective measure. This is 
not true, as is well known in the formation of 
the simple habit patterns of toilet training 
and feeding. As a child matures to the point 
where understanding appears, he still, in 
many instances, has a tendency to overreach 
himself in the push toward maturity. Here 
an effort should always be made to have him 
understand the purpose of a parental action, 
but if he does not understand it the condition- 
ing process should still be applied ; the parent 
should not sit back and wait until the child 
has reached complete understanding. Other- 
wise habit patterns and character traits will 
develop in the meantime that will yield to no 
amount of reasoning subsequently. 

All of this implies the need for a moderate 
and consistent course of action as a guiding 
principle—a constantly applied, nicely bal- 
anced mixture of freedom and restraint. If 
mistakes are made in such an atmosphere 
(and they will occur) no great harm will be 
done. The personality structure of the child 
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is tremendously resilient and has great 
powers of recuperation. 


Part III. SocroLocicaL IMPLICATIONS OF 
CHILD TRAINING THEORIES AND METHODS 


As a pertinent example of the excesses 
possible in overemphasizing a particular as- 
pect of learning and training, we note that 
the Soviet Republic recently made public ac- 
knowledgment of Soviet psychiatry’s rededi- 
cation to Pavlovian concepts as the basis of 
their entire program of the furtherance of 
“materialistic, progressive science”(I1). 
When carried to extremes, such a concept de- 
nies the dignity of the individual as empha- 
sized in the individualism of democracy. 

Overemphasis upon individualism, on the 
other hand, as we have previously noted, de- 
generates into excessive permissiveness. 
When this permissiveness permeates an en- 
tire culture the result is weakness and even- 
tual self-destruction. Both extremes of cul- 
ture, however, eventually destroy themselves 
from within—the authoritarian state by the 
brittleness of the social structure accompany- 
ing its hardness, and permissive culture by its 
softness and lack of stamina. 

In this connection it is interesting to note 
that Toynbee(12) states that, of the 23 
known cultures, all but 3 collapsed from 
within. 

It seems to us that the basic concept of 
democracy itself arose out of a desire to avoid 
these political and cultural extremes. The 
fundamental aim of socialization in a democ- 
racy is to substitute authority within the in- 
dividual for outside authority, so that he may 
act appropriately through his own inner 
promptings rather than by external coercion. 
This is the basis of conscience and the key- 
stone of character. It is also the philosophic 
and moral basis of democratic self-govern- 
ment. 

Perhaps the rather noticeable repugnance 
of our intellectual leaders in recent years to 
any suggestion of the need for discipline has 
its origin in direct experience with the exces- 
ses of authoritarianism in two world wars 
and a defensive flight in the extreme opposite 
direction in the belief not only that too little 
discipline is better than too much discipline, 
but that self-preservation demands a flight to 


the opposite extreme. This is understandable, 
but unfortunately equally self-destructive, 
since life, whether individual or political, de- 
pends upon maintaining a dynamic equilib- 
rium between opposing extremes. To deviate 
from this basic law is to invite disaster. 

It is our belief that the effects of what we 
consider to be a dangerous trend toward ex- 
cessive permissiveness are already becoming 
apparent with respect to the family unit. Out 
of the welter of observations on family life 
we have made over the years in connection 
with child training, one fact stands out above 
all others, namely, that parents as a class lack 
a guiding principle, or yardstick of behavior 
themselves. Where such confusion exists, in- 
ner authority and strength (stability, com- 
posure, character) as a substitute for ex- 
ternal coercion do not develop and the indi- 
vidual is so weak of soul that he must seek 
strength in outside authority, whether in the 
person of a psychiatrist, a political messiah, 
or a glittering ideology promising salvation 
at the mere price of obedience. 

Democracy, as a concept of government 
and a way of life for the individual, is based 
on the concept of the dignity of the individual, 
but this inner dignity and strength must be 
developed from childhood on through life by 
training. Where inner conscience and direc- 
tion are weak, in an atmosphere of softness 
growing out of excessive permissiveness, the 
individual is not only less dignified but a 
social pawn. The end result is a spiritual, as 
well as a political vacuum, and nature abhors 
both. 


CONCLUSIONS 


We have presented a balanced concept of 
child training based on our observations of 
the dynamics of life in the retarded-child 
family and the known data of animal experi- 
mentation. 

Since the preservation of a culture depends 
on the efficacy of transmission of its ideals 
through its children, we have attempted to 
explore the possible sociological implications 
connected with child training. 
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CASE REPORTS 


FRACTURE OF SCAPULA DURING ELECTROSHOCK THERAPY 
JAMES E. RAMIN, M.D.) HENRY VEIT, M.D.,2 Mi-wauKkzg, Wisc. 


This is a report of 2 cases of fracture of 
the scapula incurred during a convulsion in- 
duced by electroshock therapy. As far as 
could be ascertained, from the records kept at 
this hospital, these are the only 2 cases of 
scapula fractures following electroshock 
therapy ; and both occurred within 6 months. 

During the year from June, 1951, to June, 
1952, approximately 5,300 electroshock treat- 
ments were given at this hospital: 3,100 fe- 
male and 2,200 male. The ages of the pa- 
tients ranged from 14 to 60 years. Of the 
2,200 male treatments, the incidence of frac- 
tures of all kinds definitely and possibly due 
to electroshock was 2 per thousand. The total 
number during the year was 5. There were 
2 fractures of scapula, 1 of D-10, 1 of D-7, 
and 1 of 8-9 ribs on left. Of these 5 fracture 
cases only the fractures of the scapula could 
be definitely attributed to ECT. 

The electroshock machine utilized was the 
Medcraft model B 24 unit, the electroconvul- 
sant therapy unit featuring glissando control 
which automatically increases the voltage 
from zero to the pre-set treatment dosage in a 
smooth gradual sweep. This tenses the pa- 
tient progressively, rather than instantane- 
ously, and reduces the violent tonic phase 
that is the principal cause of fractures and 
compressions. 

The treatment and its therapeutic effect are 
exactly the same as the conventional type of 
electroshock as given by the Medcraft model 
B-2 or other shock units. The grand mal con- 
vulsion is identical ; only the undesirable ini- 
tial muscular reaction is reduced. 

Our technique is briefly as follows: with 
the patient lying on the bed, the lumbar spine 
is hyperextended by means of a sandbag. The 
arms are partially flexed on the chest. An at- 


1 Physician, Milwaukee County Hospital for Men- 
tal Diseases. 

2Instructor in Psychiatry, Marquette Medical 
School, Milwaukee. 


tendant supports the arm and the shoulder on 
each side and 2 attendants hold the knees and 
hips. A nurse holds a mouth gag and slightly 
hyperextends the cervical spine. During con- 
vulsion the nurse and attendants make no at- 
tempt to keep the patient still, but merely ride 
with the patient and prevent sudden severe 
motions due to the stimulus. 

According to Kalinowsky and Hoch (p. 
153, ref. 2) fractures of the scapula “are 
rare but are perhaps often overlooked, being 
very unusual in type. A triangular fragment 
is torn off the lower scapula, a fracture type 
which is unknown otherwise and which, in 
one of our patients, was recognized only after 
repeated x-ray examinations. Functional im- 
pairment, aside from pain, is insignificant.” 
It is the examiners’ opinion that, as fractures 
of the scapula are so rare, these 2 cases would 
be of special importance. 


CASE I: a 35-year-old white male who was ad- 
mitted to this hospital one month prior to treat- , 
ments. The patient received 7 treatments, each with 
grand mal seizures, and had no complaints following. 
On the eighth treatment a loud snap was heard dur- 
ing the early part of the convulsion. The same time 
and voltage as in the previous 7 treatments were 
used. Immediately after the patient regained con- 
sciousness, he complained of pain in his right shoul- 
der: The x-rays revealed a fracture through the 
proximal one-third of the coracoid process of the 
right scapula, extending down through the base of 
the scapular spine. 


CasE 2: a 44-year-old white male who has been 
in the hospital for 5 years. During his hospitaliza- 
tion, he had received several courses of electroshock 
therapy with no difficulties. His last course was 18 
months previous to the onset of this course. Patient 
had received 9 treatments with no difficulty. During 
the tenth treatment using the same technique, time, 
and voltage, a similar loud snap was heard during 
the early part of the convulsion. Immediately after 
patient regained consciousness he complained of pain 
in the left shoulder. X-rays revealed a fracture on 
the lateral border of the scapula about 14 inches be- 
low the glenoid cavity and extending medially and 
slightly superiorly 1} inches. 
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CoNCLUSIONS 


1. As Kalinowsky and Hoch indicate, frac- 
tures of the scapula are rare, but they do 
occur. 

2. A loud snapping noise, such as the 
“snapping of a stepped-on bent twig” is con- 
sidered a diagnostic sign for scapular frac- 
tures. 

3. As a variety of complications do occur, 
though rarely, it is to be recommended that 


doctors doing electroshock treatment receive 
special instructions in regard to the electro- 
shock unit and the possible complications. 
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COMMENT 


There is hardly a phase in the life of a 
mentally ill person, or one who has recov- 
ered, that does not encounter the prejudice 
that constantly blocks recovery and commu- 
nity adjustment. In contrast to persons suf- 
fering from other illnesses of comparable 
seriousness he is stigmatized. Medical 
schools have been slow to prepare doctors to 
deal competently with psychiatric problems. 
Public health has been slow to deal with the 
community threats to mental health. In- 
dustry has been slow to make the adjust- 
ments, often purely psychological, that will 
facilitate the employment of former mentally 
ill persons. General hospitals reject psychi- 
atric patients, even while special mental hos- 
pitals are poorly supported. 

Contributing to this conspiracy of neglect 
has been the reluctance of health insurance 
to deal with mental illness on the same basis 
as physical illness. As a result the mentally 
sick must either disguise the nature of their 
problems or find themselves unprepared to 
meet the financial burden of mental and 
emotional disorder. Well-meaning physi- 
cians and hospitals have at times attempted 
to help patients by closing their eyes to the 
nature of their problems; this in turn es- 
tablishes a false basis for treatment. Many 
health insurance companies are unaware that 
modern psychiatric treatment of numerous 
emotional ills is no more a long-drawn-out 
procedure. Short-term intensive treatment 
in general hospital departments can relieve 
many acute illnesses in a few weeks. Volun- 
tary health insurance plans must take into 
account the urgent needs for coverage in 
mental illness if they are to satisfy public 
demands and head off compulsory health in- 
surance. 

This is a matter in which many members 
of the American Psychiatric Association are 
interested, but we are in debt especially to 


“GENERAL” HOSPITALS WITHOUT PSYCHIATRY? 


Dr. A. E. Bennett ' for the concentrated at- 
tention he has given it. 

There is within the insurance field an 
element, including Blue Cross, that is sym- 
pathetic with the effort to remove this dis- 
crimination. The coverage afforded by Blue 
Cross can include psychiatric services mean- 
ingfully only as the hospital is willing to 
afford psychiatric service. In the words of 
Richard M. Jones, Director, Blue Cross Com- 
mission, American Hospital Association, 
“As more and more general hospitals offer 
care for mental illnesses, more and more 
Blue Cross plans will provide coverage.” 
This is encouraging not only as a viewpoint, 
but as a reflection of what is actually taking 
place. 

Of the 81 Blue Cross plans in operation 
in the United States, 22% provide for men- 
tal illness on the same basis as for other ill- 
nesses if the patient is in a hospital which 
has a contract with Blue Cross. This 22% 
covers 9} million persons. Thirty percent 
exclude mental illness; the remainder offer 
partial coverage. Encouragingly, the situa- 
tion is improving. But it will require the 
continued and active interest of psychiatrists 
in the localities where the real decisions are 
made to continue this improvement. Neither 
the APA as a whole, the National Associa- 
tion for Mental Health which has taken a 
definite position on this matter, nor Blue 
Cross itself can make the decision. Each of 
the tardy Blue Cross plans and each of the 
contracting hospitals must be helped to ad- 
just the coverage to meet this need. The 
American Psychiatric Association can help 
the companies by advising on terminology, 
for example, excluding such terms as in- 
sanity from policies, and defining more ac- 
curately the various forms of mental illness. 

Georce S. STEvENnsOoN, M. D. 


The statement on “The Rights and Re- 
sponsibilities of Universities and Their 
Faculties” recently issued by the Association 
of American Universities suggests an in- 
teresting and perhaps momentous question 


SELF-INCRIMINATION 


which, since it is a psychological question, 
may be referred to not inappropriately in 
1 Bennett, A. E., et al. Voluntary health insur- 


ance and nervous and mental disease. J.A.M.A., 
151: 202, Jan. 17, 1953. 


155 


‘. 
« 
¥ 
‘ 
‘ 
\ 
: 
BY 
“i 
+ 
= 
‘ 


156 


COMMENT 


[Aug. 


this place. The question is: What is the 
state of mind, the process of logic, or the 
fundamental motivation of the individual 
who, taking his or her stand on the fifth 
amendment to the Constitution of the 
United States, refuses to risk “self-incrimi- 
nation” by stating whether he or she is or 
has been a member of the Communist party. 
Parenthetically, the use by those questioned 
of the expression “self-incrimination” with 
reference to admission of membership in the 
Communist party is at least curious. 

We can only guess at the answer to the 
foregoing question in the parade of cases as 
they are reported day by day in the news- 
papers. The replies are as stereotyped as 
the catechism. What do they mean? 

Even with the utmost cooperation it is 
quite impossible to see into the mind of an- 
other person and discern all the elements 
that enter into a psychic process and deter- 
mine an attitude or a decision. In the cases 
we are discussing cooperation is lacking, and 
in lieu of positive data only some possibly 
relevant observations may be made or corol- 
lary questions asked. 

To the enquiry: Are you or have you 
been a member of the Communist party? 
the three self-evident replies are: “Yes;” 
“No:” “T refuse to answer, on the grounds, 
etc.” From the nature of the case the first 
answer is hardly to be expected since it is 
demonstrated Communist policy to tell an 
untruth when the truth might harm the 
party or the individua]. For this same reason 
the second answer has no value. A com- 
munist might, however, be less likely to say 
“No” because of the risk of later indict- 
ment for perjury. He would naturally fall 
back on the third reply. It might not be un- 
fair, therefore, to assume provisionally that 
this equivocal reply is equivalent to an 
affirmative reply. 

But this may not always be a safe assump- 
tion. There is the possibility that noncom- 
munists as well as communists sometimes use 
the equivocal reply. This is the puzzling 
feature of the whole business and the central 
psychological question that suggested this 
comment. If an individual is not and has 
not been a communist why should he or she 
be unwilling to say so? Indeed, why should 
not the innocent person vigorously repudiate 
the bare suggestion of Red affiliation? 


For an American citizen, earning his liv- 
ing in and enjoying the protection of his 
country, it may be assumed that he prefers 
the pattern of life in America, imperfect as 
it is, to the robotism of the Soviet Union; 
and if he is a loyal American citizen why 
should he object to declaring himself to 
that effect? 

To this psychological question there are 
doubtless various answers. One especially 
that has frequently been resorted to deserves 
scrutiny. It is urged that one’s opinions and 
beliefs are his own and that he may not be 
compelled to divulge them against his will. 
Such unwillingness is understandable if the 
suspect is a communist endeavoring of choice 
or under orders to preserve anonymity ; it is 
less understandable if he is not. In the latter 
case in whatever way the suspected person 
may seek to justify his position or even to 
explain it to himself, the suspicion arises 
that his attitude may be based on a dubiously 
appropriate sense of personal dignity that 
in its egocentricity outweighs other vastly 
larger and more serious considerations. 

The question of individual rights and in- 
dividual responsibilities becomes of the ut- 
most importance in the case of employees 
of teaching institutions of all grades. For 
the universities the statement of the Asso- 
ciation of American Universities is clear 
beyond peradwenture: “Appointment to a 
university position and retention after ap- 
pointment require not only professional com- 
petence but involve the affirmative obliga- 
tion of being diligent and loyal in citizenship. 
Above all, a scholar must have integrity and 
independence. This renders impossible ad- 
herence to such a regime as that of Russia 
and its satellites. No person who accepts or 
advocates such principles and methods has 
any place in a university. Since present 
membership in the Communist party re- 
quires the acceptance of these principles 
and methods, such membership extinguishes 
the right to a university position.” 

If this statement of principle on the part 
of the universities leads to the elimination of 
persons unsuitable as teachers, it is also 
calculated to have the counterbalancing effect 
of protecting those who are rightfully mem- 
bers of the teaching staffs. 
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NEWS AND NOTES 


CarNEGIE GrANTs Exceep Five 
LION.—The forty-first annual report of the 
Carnegie Corporation of New York, cover- 
ing the year ending September 30, 1952, an- 
nounced grants totaling $5,021,005. Listing 
grants that total $618,325 made in the field 
of the social sciences, the foundation’s report 
points to the social aspects of mental illness 
as an area that has received “ali too little” 
attention. To obtain systematic evidence to 
support the common hypothesis that “social 
and cultural factors play a significant role 
in mental illness,” the Corporation and the 
Milbank Memorial Fund are aiding a pio- 
neering investigation conducted by social 
scientists of Cornell University. 


One Hunprep AND Firty YEARS OF 
TUBERCULOsIS.—A selected bibliography on 
Tuberculosis and Mental Illness, covering 
150 years, is now available from the Library 
Service, Special Services, Veterans Adminis- 
tration, Washington, D. C. The bibliography 
contains articles on tuberculosis case-finding 
in mental institutions, the relationship be- 
tween tuberculosis and mental illness, and the 
treatment of the tubercular merital patient. 


ADMISSIONS FOR SCHIZOPHRENIC Dis- 
ORDERS.—In the Comment in the May issue 
of this Journal, entitled “For a Generic 
Classification of Certain Psychoses,” a mis- 
statement appeared on page 870. The last 
sentence in the first full paragraph should 
read: Most cases fall near the middle, but 
the curve is skewed, because there are more 
than twice as many admissions for schizo- 
phrenic as for manic-depressive disorders. 


JUVENILE DELINQUENCY, New York 
Ciry.—Under a new plan recently adopted 
by the Children’s Court of the Domestic 
Relations Court of New York City, a unit 
of psychiatrists, social workers, and psychol- 
ogists will examine the child before the 
judge considers legal aspects of the case. A 


report is made by this unit to the judge and 
the probation department to help the judge 
understand underlying psychiatric and per- 
sonality factors that may bear on the dis- 
position of the case. This is first time in 
any court in the country that such a unit 
has been established. 


Tue “Macic FLum.”—Of all the magic 
gadgets in the past, including the famed 
lamp of Aladdin, there is none to compare 
with blood, the “Magic Fluid.” Stone Age 
man knew about the importance of blood for 
he wrote about it with crude carvings on the 
walls in the depths of his caves. On every 
page of history there is some notation about 
blood, but progress of knowledge through 
the centuries was tragically slow. Not until 
1942 did large scale use of blood become a 
reality. Step by step through World War II, 
blood application techniques were proven 
through thousands upon thousands of blood 
transfusions to save lives of wounded men. 
Another major advance was the discovery 
that this magic fluid contained gamma glob- 
ulin for use in fighting disease. Gamma glob- 
ulin is now being made in millions of doses 
to prevent measles, infectious hepatitis, and 
the paralytic effects of polio. Constant in- 
tensive research promises even far grester 
discoveries in the struggle against disease 
and death. The store of “Magic Fluid” needs 
replenishing. This replenishing depends on 
many individual donations. Call your local 
Red Cross or Armed Forces Blood Donor 
Center to schedule your contribution to the 
supply of the “Magic Fluid.” 


CorRECTION.—In the June issue the name 
of Dr. Phyllis Greenacre was misspelled in 
a book review of her volume, “Trauma, 
Growth, and Personaility.” We regret this 
error. 


ANNUAL MEETING oF New York 
ALUMNI.—At the annual meeting of the 
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New York State Hospital Medical Alumni 
Association, Dr. Clarence P. Oberndorf be- 
came the new president ; Dr. Richard Frank, 
vice-president ; and Dr. Samuel R. Lehrman 
the new secretary-treasurer. 


Tue Society ror APPLIED ANTHROPOL- 
ocy.—The annual meeting of the Society 
was held at the University of Chicago June 
19 through June 21, 1953. Discussion cen- 
tered around the topics of social psychiatry, 
industrial relations, training in applied an- 
thropology, line and staff organization in 
industry, free enterprise in Saudi Arabia, 
and the relation of change, stress, and com- 
munity organization. 


CoNNECTICUT POSTGRADUATE SEMI- 
NAR.—The Seventh Connecticut Postgradu- 
ate Seminar in psychiatry and neurology will 
begin its courses of lectures on September 
30, 1953 and will continue through May 10, 
1954. The following courses will be offered : 
Sessions in clinical neurology, etc., at Yale 
University School of Medicine, New Haven 
from September 3 through December 9, 
1953; general psychiatry at Connecticut 
State Hospital, Middletown from January 4 
through March 1, 1954; child psychiatry at 
Yale University School of Medicine from 
March 8 through April 12, 1954; and pediat- 
ric neurology from April 19 through May 
10, 1954. 

There are no fees for these courses. 
Copies of the program may be obtained from 
the Office of the Assistant Dean for Post- 
graduate Medical Education, Yale Univer- 
sity School of Medicine, 333 Cedar Street, 
New Haven, Connecticut. 


INSTITUTE FOR Pusiic HEALTH OFFi- 
cERS.—The Illinois Association of Medical 
Health Officers and the Illinois Society for 
Mental Health conducted a 6-day institute 
for public health officers of the local, county, 
and state health departments at Allerton 
Park, Illinois, from June 21 to 27. The first 
of its kind in Illinois, the institute was 
planned to provide key physicians in the 
state and local departments of health with 
an opportunity to explore the mental health 
implications of public health programs and 
thus further improve the effectiveness of the 
service of the health departments in their 
communities. 


ILLINois Psycuiatric Society.—Dr. Al- 
fred P. Bay of Manteno State Hospital be- 
came the new president of this society dur- 
ing its last election on May 27. The new 
vice-president is Dr. H. H. Garner of Mc- 
Henry, Ill., and the secretary-treasurer, Dr. 
Louis B. Shapiro of Chicago. Doctors Jules 
H. Masserman and Helen McLean, both of 
Chicago, were elected as councilors. 


NatTIoNAL CouNCcIL ON Famity RELa- 
TIONS.—From August 31 through Septem- 
ber 2, the Council will hold its annual meet- 
ing at the Kellogg Center for Continuing 
Education, East Lansing, Michigan. All 
those interested in the family from a profes- 
sional point of view may attend. Informa- 
tion regarding registration, lodging, and fees 
may be obtained by contacting the Council, 
Michigan State College, East Lansing, 
Michigan. 
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BOOK REVIEWS 


FUNDAMENTALS oF Psycutatry. Fifth edition. By 
Edward A. Strecker, M. D. (Philadelphia, J. P. 
Lippincott Company, 1952. Price: $4.50.) 


Addressed primarily to medical students, general 
practitioners, and auxiliary medical workers, this 
fifth edition of Dr. Strecker’s well-known Funda- 
mentals reflects increasing interest in psychoso- 
matics. Each group of psychiatric syndromes is pre- 
sented vividly and compactly. Although elementary 
for the specialist, the manual is valuable as source 
material for lectures to the public and as a volume 
to recommend to general practitioners and students. 
The homely and workable chapter on methods of 
examination and how to formulate a case might, 
indeed, be read with profit by the specialist, too. A 
useful glossary of truly cperational definitions is 
given in an appendix. 

In the description of schizophrenia, the writing is 
superb. There is also an unusually good chapter 
on alcol.,lism. The other personality disorders 
are given a once-over lightly. Indeed, the author 
includes pathologic personalities in a chapter on 
“defeat reactions,” and he clings to the old term 
“psychopathic inferiority” because he feels it is 
more expressive of the nature of psychopathy than 
the current nomenclature. A compact but (for its 
purpose) adequate review of the therapies is more 
useful for revealing the range of treatment in psy- 
chiatry than for any usable over-the-desk techniques. 
The chapter on the nurse and the psychiatric patient 
is a valuable monograph in itself. 

A critic, presumably, must find something to 
criticize lest he lose his franchise. My only real 
criticism is that it seems unfortunate that only 19 
pages in this 250-page volume are devoted to the 
psychoneuroses. Since the book is oriented to the 
general practitioner, and since the family doctor 
will see more psychoneuroses than psychoses, this 
proportion seems inadequate. However, the final 
criticism of this work has been made by its reading 
public: they have called for 5 editions in 9 years. It 
is, and deservedly so, the standard in its field. 

Henry A. Davinson, M. D., 
Washington, D. C. 


SEMIOLOGIA Y PSICOPATOLOGIA DE LOS PROCESOS DE 
LA Esrera INTELECTUAL. By Dr. Carlos R. 
Pereyra. (Buenos Aires: Editorial El Ateneo, 
1951.) 

The author, of the Department of Psychiatry, 
Faculty of Medicine, Buenos Aires, is already 
known in the Spanish psychiatric literature by his 
previous significant works: Esquizofrenia: De- 
mencia precoz (1943) and Parafrenias: Delirio 
crénico de ideas polimorfas (1945). 

In his present work the author treats his subjejct 
on the assumption that the anomalies of the psyche 
give us an insight into the laws governing its normal 
functioning and its disturbances must be evaluated 


with the criteria of the normal. It is erroneous to 
assume that neurotic or psychotic behavior is regu- 
lated by extraordinary mystic forces dissimilar to 
those that energize the human spirit. On the con- 
trary, the pathological forces that disturb the per- 
sonality are a part of its structural components 
that combine with evolutional and situational factors. 
The psychiatrist with a realistic approach to the 
problem of mental illness must avoid esoteric doc- 
trines and principles that may not be proven scien- 
tifically. A mental illness is really a new adaptation 
to a subjective reality. 

The author’s continuous reference to the normal 
while discussing the various mental disturbances is 
considered by him of double advantage to both. There 
are, according to him, surprising similarities be- 
tween psychotic manifestations and the various evo- 
lutionary steps of life. 

The author also reminds us continuously that a 
man must be considered as an entity drawn toward 
goals and oriented toward a world of values. Pure 
causalism that pretends to explain everything by 
subconscious dynamics of instinct forces will only 
partially illuminate the significance of symptomatol- 
ogy. Men differ from animals by the fact that the 
former use artificial means to reach their remote 
ends. Even in a psychosis of organic origin, as in 
senium, manifesting itself by loss of inhibitions and 
critical judgment, accentuation of temperamental 
traits, instinctive and unsocial tendencies, together 
with progressive incapacitation, there is an effort 
for an adaptation to a sad reality, with an intellectual 
apparatus in a state of decadence. 

These ideas permeate the chapters on the dis- 
turbances of perception, attention, memory, imagina- 
tion, association of ideas, thought contents, and in- 
telligence. 

Because of the lack of an alphabetical index and of 
very meagre biographical references below the page, 
one cannot at first glance note the numerous sources 
used by the author in this admirable, clear, and well 
written introduction to psychopathology. 

Hirscu L. Gorpon, M. D., 
Metropolitan Hospital, 
New York City. 


INTERPERSONAL RELATIONS IN Nursinc. By Hilde- 
gard E. Peplau, R. N., B. A., M.A. (New York: 
Putnam’s Sons, 1952. Price $5.00.) 


The author has contributed out of her deep psy- 
chiatric insights and nursing knowledge one of the 
most mature and profound pieces of professional 
literature that has thus far made its appearance on 
the nursing scene. This volume promises to become 
a pace-maker in helping nurses understand the sig- 
nificance of interpersonal relations in their profes- 
sional contacts. 

Miss Peplau has developed this text upon 2 basic 
assumptions. The first assumption proposes: “The 
kind of a person each nurse becomes makes a sub- 


159 


a 
\ 
\ 
\ 
: 


160 BOOK REVIEWS [Aug. 


stantial difference in what each patient will learn as 
he is nursed throughout his experience with illness.” 
The second guiding assumption suggests: “Foster- 
ing personality in the direction of maturity is a 
function of nursing and nursing education; it re- 
quires the use of principles and methods that permit 
and guide the process of grappling with everyday 
interpersonal problems or difficulties.” 

In developing these assumptions the author has 
leaned heavily upon the theories and philosophies of 
Dr. Harry Stack Sullivan and other members of the 
professional staff of the William Alanson White In- 
stitute of Psychiatry. Although Miss Peplau states 
in the preface that it has been her purpose to make 
Dr. Sullivan’s theory of interpersonal relations avail- 
able to nurses in a simpler form, her book frequently 
deals in complex sentences, familiar words used in 
unusual context, and words unfamiliar to the nurse 
who is not psychiatrically trained. The information 
contained in this volume is vital to the professional 
growth of nurses. Somehow it must be made avail- 
able to the entire nursing profession. However, it 
would appear that many nurse practitioners would 
have been served more effectively if the author had 
employed a less academic style. 

Miss Peplau conceives nursing to be: “A signifi- 
cant, therapeutic, interpersonal process. It functions 
co-operatively with other human processes that make 
health possible for individuals in communities. In 
specific situations in which a professional health 
team offers health services, nurses participate in the 
organization of conditions that facilitate natural on- 
going tendencies in human organisms. Nursing is an 
educative instrument, a maturing force, that aims to 
promote forward movement of personality in the 
direction of creative, constructive, productive per- 
sonal and community living.” 

The book is divided into four parts: Part I— 
Phases and Roles in Nursing Situations; Part II— 
Influences in Nursing Situations ; Part III—Psycho- 
logical Tasks; Part IV—Methods for Studying 
Nursing as an Interpersonal Process. 

Each section of the text is developed into one or 
more chapters that are prepared with “essential 
questions” that serve to present the material from a 
problem-solving approach. There is a thoughtfully 
prepared and succinct chapter summary in each in- 

stance. Many carefully chosen footnotes and a 
selected bibliography give the book added educa- 
tional significance and will encourage further ex- 
ploration of the subject matter. The phases of psy- 
chosexual development are appropriately related to 
patient behavior and needs, as well as to the feelings 
and reactions of nurses. Excellent illustrative case 
material in each chapter helps significantly in mak- 
ing the theoretical information meaningful and in 
developing the purpose of the book, which is stated 
as follows: “This work identifies for nursing some 
of the concepts and principles that underlie inter- 
personal relations and transform nursing situations 
into learning experiences. It proposes concepts that 
may be learned and become incorporated into the 
functioning personality of every nurse who is willing 
to struggle toward greater maturity in her relations 
with others.” 


A text such as this gives concrete evidence that 
nursing is coming of age as its mature professional 
role on the health team is identified and spelled out. 
Such a book has significant implications for the 
education of nurse practitioners. In the words of the 
author: “The central task of the basic professional 
school of nursing is viewed as the fullest develop- 
ment of the nurse as a person who is aware of how 
she functions in a situation.” 

It is expected that Interpersonal Relations in 
Nursing will take its place with a few other classical 
contributions to nursing literature, and as nurse 
practitioners become increasingly aware of this book 
their recognition of nursing as a “maturing force 
and an educative instrument” will deepen. 

Dorotuy Mereness, R.N., 
Boston University, 
School of Nursing. 


PsycHIATRY AND CATHOLICISM. By Rev. James H. 
VanderVeldt, O. F.M., Ph. D., and Robert P. 
Odenwald, M.D. (New York: McGraw-Hill, 
1952. Price $6.00.) 

This book, written by a priest and by a psychi- 
atrist, not only deals with the attitude of the Catholic 
Church toward psychiatry and psychoanalysis but it 
is also written in the style of a textbook on psychi- 
atry. The authors write that Catholic clergy come 
in contact, both directly and indirectly, with those 
who are mentally ill and that they should have an 
understanding of the various classes of mental dis- 
ease and the theories attempting to explain them. 
Counseling procedures, as well as symptomatic 
— of psychotherapy, are discussed in some de- 
tail. 

The reviewer is very happy to report that in his 
opinion much of the book can be of value to psychi- 
atrists as well as to clergy who are dealing with 
Catholic patients. Many people have a false notion 
that the Catholic Church is opposed to psychiatry 
and to psychoanalytic procedures. The authors go 
into considerable detail, in a chapter entitled “Reli- 
gion and Psychiatry,” showing that there is no basic 
conflict. They point out, as have others, that much 
of the misunderstanding is due to ignorance, and 
they recommend that priests learn more psychiatry 
and that psychiatrists learn more about religion. 

One of the chapters that will be of great help to 
psychiatrists dealing with Catholic patients is the 
chapter dealing with “scrupulosity.” Such patients 
are constantly seen by priests and frequently re- 
ferred to psychiatrists for help and this chapter will 
be of great aid to such psychiatrists in their attempts 
to understand and treat these patients. 

Other chapters of interest to psychiatrists deal 
with attitudes of the Catholic Church toward sterili- 
zation of mental defectives, ethical responsibility of 
psychopaths, premarriage counseling, sex education, 
etc. 


In conclusion, the reviewer believes that this book 
is a very valuable contribution and that it can be of 
help not only to the clergy but also to psychiatrists 
who deal with Catholic patients. 

Frank J. Curran, M.D., 
Charlottesville, Va. 
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ELECTROSTIMULATORS 


“THE ORIGINAL THERAPEUTIC CEREBRAL STIMULATORS” 


RESEARCH RESULTS: 


Continuing laboratory research has led to the development of Model CW47C. 
This advanced, clinically-proven electro-stimulator possesses great calibration 
ruggedness which makes possible its use as a diagnostic measuring device. 
Model CW47C provides the full strength required for convulsive, non- 
convulsive and stimulative therapies, with increased convulsive efficiency 
and ¢~oothness. Fully adequate for focal treatment. 


No. 2 or B MACHINE (Model CW47C) 


for. 1. Convulsive therapy—Full range 


2. Focal treatment: unilateral or bilateral convulsions 
3. Treatment of neurologic syndromes 
4. Non-convulsive therapies 


5. Barbiturate coma and other respiratory problems 


® increased efficiency of convulsive currents, clinically-proven, 
producing a convulsion so very soft as to be almost unnotice- 
able to the touch, and without epileptic outcry. 


focal treatment eliminates backward arching of spine during 
seizure. 


® therapeutic effect by means of specific LOW CURRENTS. 


respiration is forced and controlled by current stimulation 
during, and at end of seizure. 


memory defect, physical thrust, apnea, etc. avoided. 

special electrodes avoid use of jelly. 

advanced, clinically-proven techniques as described in litera- 
ture and text books. 


OTHER MODELS: 


No. 1 or A Machine (Model CW46L) for electro convulsive therapy 
No. 3 or C Machine (Model RC47B) for prolonged deep coma therapy 


OVER 100 REFERENCES IN LITERATURE AND TEXT BOOKS— 
Bibliography and literature on request 


REUBEN REITER. Se.D. 


38 WEST 48th STREET, ROOM 606, NEW YORK 36, N. Y.. 
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THE ENDOWMENT FUND OF THE 
AMERICAN PSYCHIATRIC ASSOCIATION 


This endowment fund has been established to provide an opportunity to 
individuals, estates, trust funds, and foundations to contribute to the ad- 
vancement of the science of treating mental disorders and the promotion 
of mental health. 


Contributions may be made for general purposes at the discretion of the 
administrators or may be earmarked for such special purposes within the 
broad field of mental health and illness as the contributor may designate. 


The endowment fund is administered by the Council of The American 
Psychiatric Association, composed of 4 officers and 12 Fellows elected by the 
members. The Association is authorized to receive tax-free gifts and there 
are provisions whereby contributions may be made to the endowment fund 
with tax advantages to donors. Inquiries may be directed to the treasurer 
of the Association. 


Suggested form for contributions. 


THE TREASURER, 

American Psychiatric Association, 
1785 Massachusetts Ave., N.W., 
Washington, D. C. 


I hereby give and bequeath to the Endowment Fund of The American Psy- 


chiatric Association at Washington, D. C., the sum of dollars. 
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DIRECTORY OF PRIVATE MENTAL HOSPITALS, SANITARIUMS 
AND SCHOOLS 


AGAIN AVAILABLE 


RE PLEASED 
ELECTRONARCOSIS INSTRUMENTS: 
—with our General Hospital Innerspring Mattresses 


and our Syko Mattresses*—sheets stay smooth, One month's free trial, carriage prepaid 
do not wrinkle under the body. These Mattresses 


have received enthusiastic approval in hospitals BIBLIOGRAPHY OF ELECTRONARCOSIS : 


because our covering material is— 172 articles (all that are known to us) 


146 authors and commentators 
66 articles abstracted 
18 countries represented 


@ Impervious to body liquids—no need for rubber 
sheets. Think of the savings. 


@ Cleaned by soap, water, or disinfectant. 


@ Non-irritating to the skin. 

The bibliography will be mailed upon letter- 
head request, without charge, to A. P. A. 
members doing shock therapy 


@ Tough and durable—practically indestructible. 


@*Okayed for advertising and announced by 
American Medical Association publications. 
Patents pending. 


Write for literature, sample of covering and filler, EL ‘ fC 
also prices, on both our General Hospital Inner- ectronicra t ompany 


spring Mattresses and our Syko Mattresses. 
534 Douglas Building 
THE REST-RITE BEDDING CO. 257 S. Spring Street 


Mattresses since 1898 Los Angeles 12, Calif. 
207 N. Main St. Mansfield, Ohio Phone: MA 1693 


Cable: Glissando 


POSTGRADUATE CENTER FOR PSYCHOTHERAPY, INC. 
218 East 70th Street @ New York 21, N. Y. @ TRafalgar 9-7100 


POSTGRADUATE COURSE IN BASIC AND CLINICAL NEUROLOGY (#701) 
L. VosBurRGH Lyons, M. D., HAns Strauss, M.D., AND JUAN M. Taveras, M.D. 
September 14, 1953, Mondays and Thursdays, also iba 3 November 18, Saturdays, 
Noven.ber 21 and 28 and December 5 and 12, 8:30-10:30 P.M., 54 Hours, FEE $15¢C.00 


POSTGRADUATE COURSE IN PSYCHIATRY (#702) 

PART I—BASIC PSYCHIATRY—SAMUEL ZACHARY ORGEL, M. D. 
September 12 through November 14, 1953,‘ Saturdays 10-12 Noon, 20 Hours 

PART II—PSYCHOPATHOLOGY AND PSYCHODYNAMICS—Lewis R. Wo sere, M. D. 
December 1 and 8, 1953, Tuesdays 8:30-10:30 P.M., 4 Hours 

PART III—COMPARATIVE STUDY OF THE DIFFERENT SCHOOLS OF PSYCHIATRY— 

EMIL A. GUTHEIL, M. D. 

December 3 and 10, 1953, Thursdays 8:30-10:30 P.M., 4 Hours, FEE $50.00 
(for All 3 Parts) 


Open to Board Eligible Psychiatrists and Neurologists. 


for emotionally disturbed children . . . 


THE ANN ARBOR SCHOOL 


. . . isa private school for children from six to fourteen, 
of average or superior intelligence, with emotional or 
behavior problems. 


. . . providing intensive individual psychotherapy in a 
residential setting. 
A. H. KAMBLY, M.D. 411 FIRST NATIONAL BLDG. 


Director Ann Arbor, Michigan 
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“Will the patient get the care 


the doctor expects?” 


This is the question that most concerns the doc- 
tor called upon to recommend the right place 
for the patient requiring psychiatric care. Hall- 
Brooke welcomes the doctor who wants to see 
for himself that this hospital believes in active 
treatment rather than mere custody. A per- 
sonal visit is easily arranged since Hall-Brooke 
is only an hour from New York or Westchester. 


“How good ts the medical staff?” 


The staff is the measure of the hospital. It 
should have a high professional standing; be 
large enough to provide the 24-hour coverage 
and close individual attention the doctor wants 
for his patient. Hall-Brooke’s staff includes 
Diplomates of the American Board of Psychia- 
try and Neurology; a doctor of internal medi- 
cine, and an associate physician. Consultants in 
most specialties are nearby. Nursing coverage 
is provided by 8 Registered Nurses and 21 
trained attendants. In all, 60 Hall-Brooke 
people care for a maximum of 70 patients. 


“What are the medical facilities?” 


“he size of an establishment is important. Hall- 


Brooke is big enough, with separate buildings . 


set in 120 acres, to provide proper segregation— 
according to illness, age, and sex—of acute 
psychoses; psychoneurotic and personality dis- 
orders; alcohol and drug addiction; and geri- 
atric patients. Hall-Brooke is licensed by the 
Bureau of Mental Hygiene, Department of 
Health, State of Connecticut. Both analytical 
and dynamically-oriented psychotherapy are 
used; trained teams, working with the latest 
equipment, administer electro-coma and insulin 
treatment—both full shock and sub-coma. 


Hall-Brooke 


GREENS FARMS, Box 31, Connecticut, Westport 2-5105 a 
Georce K. Pratt, M.D., F.A.P.A., Medical Director 


What the Doctor wants to know 
about a private psychiatric hospital: 


“Is the patient's time 


well-organized?” 


The right kind of care includes keeping the 
patient occupied to the limit of individual 
capability. At Hall-Brooke, planned activity 
supplants guarded idleness. A whole building 
is devoted to occupational therapy including 
modern facilities for work in ceramics, metal- 
work, weaving, leathercraft, painting, sewing, 
and music. The most important equipment is 
the helpful interest of the staff in the individual 
patient. The same spirit shows in the guided 
recreation on the athletic field, tennis court, 
putting green; in the trips to the beach and 
drives through the country; the movie shows 
and theatre parties. 


“What ts the hospital’s relationship 


with the doctor?” 


Ethical relationships with the referring physi- 
cian are maintained at Hall-Brooke. Progress 
reports on his patient are made weekly or 
oftener. Physician’s privileges are extended. 
As a “therapy hospital,” Hall-Brooke tries to 
help the patient get well, and to restore the 
patient to the care of the referring physician. 


“Ts the establishment well run?” 


The general impression of the doctor visiting 
Hall-Brooke is one of confidence in an estab- 
lishment more than a half century old. In the 
underlying attitude of competence and con- 
sideration visible in the manner of the staff, the 
well-kept grounds, the tasteful and comfortable 
furnishings, the high standards of housekeeping 
and cuisine, the many small amenities of nor- 
mal living. And in the decent, realistic rates 
for the wide variety of accommodations. 


New York: ENterprise 6970 
Mrs. Hewe F. JoNes-BERNARD, Administrator 
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For Exceptional Children 


YEAR-ROUND SCHOOL © SUMMER CAMP PROGRAM 
SEVEN RESIDENCE CENTERS 


Exclusive private school offering a specialized program of edu- 
cation and re-education for children with educational and emo- 
tional difficulties. Members of the allied professions are invited 
to write for descriptive literature and to confer with our 
experienced staff in individual cases. 


@ Subutban and Ranch Locations 
@ Ideal Year-Round Climate ® Academic Instruction 
@ Handicraft Classes ® Home for Older Girls 
@® Lakeside Lodges for Summer Camps 
@ Resident Registered Nurses 


BERT P. BROWN, F.A.A.M.D., President 
LYNDON L. BROWN, Vice President 

PAUL L. WHITE, M.D., F. A.C. P., Medical Director 
M. D. HEATLY, M.D., F.A.C.S., Resident Physician 
JESSE VILLAREAL, Ph. D., Speech Pathologist 
JEAN GIESEY MIMS, M.A., Clinical Psychologist 


Write to NOVA LEE DEARING, Registrar 


P.O. Box 4008-D 
AUSTIN. TEXAS Interviews arranged with the Consulting 
J Staff at the School or in the Home 
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ROGERS 
MEMORIAL 
SANITARIUM 


OCONOMOWOC, WISCONSIN 


Located on Nashotah Lakes, 30 
miles west of Milwaukee, providing 
an ideal country environment, and 
the facilities for modern methods of 
therapy of the psychoneuroses, psy- 
chosomatic disorders, and other neu- 
rologic and psychiatric problems. 
Occupational therapy and recrea- 
tional activities directed by trained 
personnel. 


Owen C. Crark, M.D. 
Medical Director 


CHARLES H. FEASLER, M. D. 
Georce H. Lourman, M.D. 


CATHERINE A. ROSENBERG, R. N. 
Director of Nurses 


Founded 1879 


RING SANATORIUM 


Eight Miles from Boston 


For the study, care, and treatment of 
emotional, mental, personality, and habit 
disorders. 


On a foundation of dynamic psycho- 
therapy all other recognized therapies are 
used as indicated. 


Cottage accommodations meet varied 
individual needs. Limited facilities for 
the continued care of progressive disor- 
ders requiring medical, psychiatric, or 
neurological supervision. 


Full resident and associate staff. Con- 
sultants in all specialties. 


BENJAMIN Simon, M. D. 
Director 


CuHares E, Wuite, M. D. 
Assistant Director 


Arlington Heights, 
Massachusetts 
ARlington 5-0081 


Francis W. Russet 
Executive Secretary 


HIGH POINT 
HOSPITAL 


v 


PORT CHESTER, NEW YORK 
POrt Chester 5-4420 


Emphasis is on analytically oriented psychotherapy, each patient receiving a minimum 
of three therapeutic hours per week. Physiologic forms of treatment are available; 
therapy administered by attending psychoanalysts, and residents in advanced training 
under the immediate supervision of the director; staff of medical and surgical con- 
sultants for psychosomatic studies; near New York City. 


ALEXANDER GRALNICK, M.D., F.A.P.A., Director 


WILLIAM V. SILVERBERG, M.D., F.A.P.A. STEPHEN P. JEWETT, M.D. 
Chief Consultant in Psychotherapy Chief Consultant in Clinical Psychiatry 
RutH Fox, M.D., Associate Consultant L. CLovis HirN1NG, M.D., Associate Consultant 
Attending Psychiatrists: STEPHEN W. KEMPSTER, M.D.; MERVYN SCHACHT, M.D. 


Associate Psychiatrists: LEonarpD C. FRANK, M.D.; Sytvia L. GENNIS, M.D.; LEONARD GoLp, M.D., 
F.A.P.A.; DANIEL L. GoLDsTEIN, M.D., F.A.P.A.; Sumon H. NaGLer, M.D. 


Psychologists: Leatrice Styrt ScHAcHT, M.A.; ALBERT L. SoBot, PH.D. 


Consulting Staff: Neurology, KENNETH M. GANG, M.D.; Gynecology, H. HARo.tp GisB, M.D., F.A.C.S.; 
Surgery, FRANK T. Massucco, M.D., F.A.C.S.; Internal Medicine, NATHANIEL J. SCHWARTZ, M.D., 
F.A.C.P.; ARNOLD J. RopMAN, M.D., F.C.C.P.; Dentistry, Invinc J. GRALNICK, D.D.S. 
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HIGHLAND HOSPITAL, INC. 


Founded in 1904 
Asheville, North Carolina 


Affiliated with Duke University 


A non-profit psychiatric institution, 
offering modern diagnostic and treat- 
ment procedures—insulin, electro- 
shock, psychotherapy, occupational 
and recreational therapy—for nerv- 
ous and mental disorders. 


The Hospital is located in a seventy- 
five acre park, amid the scenic beau- 
ties of the Smoky Mountain Range of 
Western North Carolina, affording 
exceptional opportunity for physical 
and nervous rehabilitation. 


The OUT-PATIENT CLINIC offers 
diagnostic services and therapeutic 
treatment for selected cases desiring 
non-resident care. 


R. CHARMAN CARROLL, M.D. 
Diplomate in Psychiatry 
Medical Director 


ROBT. L. CRAIG, M.D. 
Diplomate in Neurology and 
Psychiatry 
Associate Medical Director 


FOXHOLLOW-ON-HUDSON 
Rhinebeck, New York 
“Special School” 


Twenty-nine years ago I founded a_ special 
school known as The Spruces for the treatment, 
adjustment and training of so-called nervous and 
problem children. This school was an outgrowth 
of my experience in starting the Child Guidance 
Clinic Movement under the National Committee 
of Mental Hygiene, and the Commonwealth 
Fund. At that time an urgent need was felt for 
a school that provided understanding guidance, 
adjustment and training of youngsters who 
could not fit into the home and school environ- 
ment, but needed a special school. This school, 
over the years, has become a well organized 
unit. Some ten years ago, I purchased from 
Vincent Astor the Foxhollow estate, former 
home of his brother, John Jacob Astor, Jr., and 
moved our Spruces children to that place, chang- 
ing the name of the school to Foxhollow-on- 
Hudson. We now have a very fine environment 
on an estate of some six hundred acres, pro- 
viding for all the needs of youngsters of this 
type. 


THE ANDERSON SCHOOL 


Staatsburg, New York 


Regents accredited college preparatory Senior 
and Junior High School, Elementary School, and 
two-year post graduate course 


The Anderson School had an entirely different 
origin, coming from psychiatric work in indus- 
try; not clinical work, but a study of personnel 
problems. More particularly, The Anderson 
School was an outgrowth of my work in select- 
ing, placing, and guiding in the training of 
college graduates who were taken on in execu- 
tive training for executive jobs. Here I was 
struck with the tremendous lot of failures 
amongst so-called educated young people. My 
work here showed the need for a broader con- 
cept of education, emphasis on educating the 
emotional life and the socialization of the indi- 
vidual, as well as his academic training; in 
short, personality education. This is just what 
The Anderson School does. The Anderson School 
is a good “prep” school, fully accredited by the 
Board of Regents; but it emphasizes a much 
wider concept of student training than is con- 
ceived of in present-day education—educating 
the student as a person. 


For further information address V. V. ANDERSON, M. D. 
THE ANDERSON SCHOOL 


STAATSBURG-ON-HuUDSON, NEw YORK 


TELEPHONE: STAATSBURG 3571 
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For children with emotional and behavior problems: 


THE SOUTHARD SCHOOL 
of 


The Menninger Foundation 
Intensive individual psychotherapy in a residential school 


Outpatient psychiatric and neurologic evaluation and treat- 
ment for children up to 18 years of age is also available. 


J. Cotter Hirschberg, M.D., Director |Topeka, Kansas, Telephone 3-6494 


FAIR 
OAKS 


INCORPORATED 


Summit, New Jersey 


SUMMIT 6-0143 


Located 20 miles from New 
York Maintaining Homelike, 
Private Surroundings with 
Spacious Grounds. 


OSCAR ROZETT, M.D., Medical Director 
MISS MARY R. CLASS, R.N., Director of Nurses 
MR. T. P. PROUT, JR., President The Institutional Atmosphere 
Is Eliminated, Yet Aijl of 


the Hospital Facilities Are 
Available for Treatment and 


NLECTRIC SHOCK THERAPY OCCUPATIONAL 


INSULIN THERAPY THERAPY roxas ll =< Problems in 
PSYCHOTHERAPY DIETETICS . 
PHYSIO AND HYDRO BASAL METABOLISM 
THERAPY CLINICAL LABORATORY ESTABLISHED 1902 


THE HOMEWOOD SANITARIUM 


OF GUELPH, ONTARIO, LIMITED 
CANADA 


A private hospital situated 50 miles west of Toronto, fully equipped to pro- 
vide modern treatment for all types of psychiatric disorders, acute or chronic. 
Resident staff of experienced psychiatrists. Minimum rate (inclusive of 
medical attention) $77.00 per week. 


For further information apply to 
A. L. MacKINNON, M.B., MEDICAL SUPERINTENDENT 
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ESTABLISHED 1911 


WESTBROOK SANATORIUM 


private psychiatric hospital em- Staff PAUL V. MD. 
ploying modern diagnostic and treat- 
ment procedures—electro shock, in- 
sulin, psychotherapy, occupational and 
recreational therapy—for nervous and THOMAS  F. COATES, MD. 


mental di s and probl of nen 
idicti R. H. CRYTZER, Administrator 


REX BLANKINSHIP, M.D. 
dical Di 


P. O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 
Brochure of Views of our 125-Acre Estate 
Sent on Request 


1. Training for psychiatrists who want to become 
certified to practice psychoanalysis. 


2. Postgraduate orientation courses for physicians and 
psychiatrists. 


Announcing Fall-Winter 


Courses Introduction to Psychoana:ytic Technique 


Readings in Psychoanalysis. Part I (The 
Works of Horney) 


* Continuous Case Seminar 
of the The Growing Child 


* The Psychoanalytic Process 


The Neurotic Patient in General Practice 


AMERICAN INSTITUTE | «ciinica on Case Histories I 


FOR PSYCHOANALYSIS | Readings in Psychoanalysis. Part II (The 


Works of Freud) 


* Open to Matriculated Candidates only 
ELIZABETH KILPATRICK, M.D., 


Dean 


For Information regarding requirements for admission, 
tuition, loan fellowships and curriculum, write to the 
Registrar: Miss Janet Frey, American Institute for 
Psychoanalysis, 220 West 98th Street, New York 25, 
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ATTENTION 


MEMBERSHIP LIST 

This office would like to obtain There are about 500 of the new 
by purchase or by gift copies, Vol- (1953 Membership List) available. 
ume 49 of the AMERICAN JOUR- ce 
NAL OF INSANITY, which is PRE 
missing from our files. Please $1.00 Members only 
notify Mr. Austin M. Davies, Room $2.00 Hospitals and Institutions 
412, 1270 Avenue of the Americas, 

Send to: 
New York 20, New York, if you 
THE AMERICAN PSYCHIATRIC 

know of the availability of this ASSOCIATION 
volume. 


“URGENT” 


1270 AVENUE OF THE AMERICAS 
New York 20, NEw York 


An Institution for the study and treatment of Nervous and Mental Disorders 
Write for booklet 
EST. 1898 
RUTH D. SIHLER, Director JOHN H. NICHOLS, M.D., Medical Director 


WINDSOR HOSPITAL 


CHAGRIN FALLS, OHIO — Telephone: Chagrin Falls 7-7346 
Member American Hospital Ass’n and Central Neuropsychiatric Hospital Ass’n 
— Approved by The American College of Surgeons — 
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HARWORTH HOSPITAL 


531 E. Grand Blvd., Detroit 7, Mich. Phone WA 37319 
A private hospital for the diagnosis and treatment of NERVOUS, EMO- 
TIONAL, ALCOHOLIC DISORDERS and DRUG HABITUATION. 


CHARLES G. KILLINS, M. D.—Medical Director 
FRED. SWARTZ, M.D. MARGARET BIAMA, M.D. WERNER SCHMIDT, M.D. 


Separate buildings for nervous and emotional disorders. 
Registered with American Medical Association and American Hospital Association. 


The LIVERMORE SANITARIOUM 


LIVERMORE, CALIFORNIA 


SAN FRANCISCO OFFICE—450 SUTTER STREET 
For the Treatment of Nervous and Mental Diseases 


The Hydropathic Department, for nervous and general patients; the Cottage Department, 
for mental patients. Features: near Oakland and San Francisco; ideal climate; large beauti- 
ful grounds; hydrotherapy, athletic and occupational departments; clinical laboratory; large 
trained nursing force. Rates include room, suitable diet, medical care, general nursing and 
routine examinations. Booklet on request. 


O. B. JENSEN, M.D., Superintendent and Medical Director 


North Shore Health Resort 


on the shores of Lake Michigan 
WINNETKA, ILLINOIS 


NERVOUS and MENTAL DISORDERS 
ALCOHOLISM and DRUG ADDICTION 


Modern Methods of Treatment 


MODERATE RATES 


Established 1901 Fully Approved by the 
Licensed by State of Illinois American College of Surgeons 


SAMUEL LIEBMAN, M.5&., M.D. 
Medical Director 


225 Sheridan Road Winnetka 6-0211 
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The BRETT SCHOOL 


DINGMANS FERRY, PENNSYL*’ANIA 


In the Foothills of the Poconos 


Intensive, highly individualized personal training for a k 
small group of girls over five years of age. Carefully 4 
chosen staff. Special modern teaching techniques and »ro- f 
gram of therapeutic education. Varied handicrafts, cc »k- 
ing, nature study and field trips. Outdoor games, picn‘cs 
and other activities. Comfortable, homelike atmosphet >. 4 
Close cooperation with family physician. 70 miles fron. 
4 


Telephone Dingmans Ferry 8138 References 


Directors: Frances M. King, formerly Director of the Seguin School 
Catherine Allen Brett, M.A. 


1850 PONTIAC ROAD : ROCHESTER, MICH. 
Telephone: 9441 


Chairman of the Board 


the diagnosis and treatment of mental illness. 


Mr. Graham Shinnick 
Manager 


Leo H. Bartemeier, MD. private hospital 25 miles north of Detroit for 


COMPTON SANITARIUM 


820 West Compton Boulevard 
Compton, California 
NEvada 6-1185 


HIGH STANDARDS OF PSYCHIATRIC TREATMENT 
Approved by the AMERICAN COLLEGE OF SURGEONS 


LAS CAMPANAS HOSPITAL UNDER SAME MEDICAL 
DIRECTION 


G. CRESWELL BURNS, M. D. 


PHILIP J. CUNNANE, M.D. Medical Director 


Director 
HELEN RISLOW BURNS, M.D. 
Assistant Medical Director 


Established in 1915 
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_ THE ULTIMATE GOAL Is 
ADJUSTMENT OF 
_ THE “WHOLE CHILD” 


_ The psychologic value of all aspects of 
treatment, training and education are care- 
fully considered for each child at The 
Woods Schools. The ultimate goal is adjust- 


ment of the “whole child,” physical, intel- 


lectual and social. Each child is taught to 
handle practical situations, acquire good 
work habits, accept responsibility, meet 
social situations, enjoy social experiences, 
- and to function at the maximum of his or 

her ability as an individual and as a mem- 


‘Tur Woops SCHOOLS 
A non-profit organization, founded in 1913 
LANGHORNE, PENNSYLVANIA 


| _ ber of the group. | | 
Leslie R, M.D., Director of Psychiatric Services 
\ Eugene B. Spitz, M. D., Neuro-Surgery Consultant 
Myrtle E. Wampler, M. A. 
7 Frances Wilmeth, M. A. 
Fritz Sterner, M. A. 
7 Lf Ruth M. Strang, Ph. D., Attending Consultant in Reading | 


‘What Do We 
N ext, Doctor?” 


to you from parents of 


\HE adolescent who is unable to cope with 

. the problems of college or prep school 

life may find that the Devereux professional | 

- staff helps him adjust to group living and 

develop the social poise, stability, and con- 
poceseary for a 


When you advise parents whoee boy or girl 

is in need of an interim period of ‘social ad- 

_ Jastment, you will find the Devereux staff 
pleased to study the case carefully and offer 
a detailed report on the possibility of utiliz- 


your 
M. Banciay, Registrar, Deven, 


T. Devereux, Director 
J. Cuiproro Scott, M.D., Executive Direefor 


_ SANTA CALIFORNIA + 


PSYCHOLOGICAL STAFF 
OF PENNSYLVANIA 
THE ORVEREUK 
RANCH SCHOOL, | 
ae 


